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African American women experience a disproportionate burden of severe maternal mortality 
cases in the United States, an issue that is particularly magnified in the state of Texas. However, 
maternal mortality makes up only a small percentage of severe morbidity cases, in which women 
experience potentially life-threatening complications during pregnancy or delivery. Examining 
cases of both severe morbidity and mortality could paint a clearer picture of maternal health in 
Texas that additionally takes into consideration a woman’s health before and after her pregnancy, 
as well as the sociodemographic context within which the pregnancy takes place, thus providing 
a better explanation for why Black women suffer from such poor maternal outcomes. My thesis 
reviews the current literature on adverse obstetric outcomes as they vary by race/ethnicity, 
considers the behavioral, social, environmental and access determinants within the context of 
race, and examines the extent to which public policy directly or indirectly affects maternal health 
within certain populations. Furthermore, while questions of access at the broader policy level 
have been discussed extensively, relatively little attention has been devoted towards the value of 
community-based resources and local, nongovernmental initiatives in improving maternal health 
outcomes. Thus, another component of my thesis involves in-depth interviews with Austin-area 
health providers such as OB/GYNs, midwives, and nurse practitioners, pinpointing trends that 
could explain racial differences in maternal outcomes as well as best practices at the provider 
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The health of a nation can be reflected in the health of its women, and in this regard, the 
United States is performing quite poorly. With a reported 21 maternal deaths per 100,000 live 
births in 2010, the U.S. maternal mortality ratio (MMR) was on par with Iran and Hungary, and 
higher than most other developed nations.1 Moreover, according to a recent study published by 
the American Congress of Obstetrics and Gynecology, the national MMR has risen to 28 
maternal deaths per 100,000 live births, despite expansions to reproductive health care access 
following the Patient Protection and Affordable Care Act.2 While the increase in maternal 
mortality is at least partially attributable to more detailed death certificates and better procedural 
methodology to discern the cause of death, it cannot explain why Black mothers in the U.S. are 3 
to 4 times more likely to die from a complication compared to White mothers, nor why this racial 
disparity continues to widen.3 
However, because maternal mortality is a relatively rare event, it is also important to 
consider cases of severe maternal morbidity (SMM), or “near-miss”, in which a woman 
undergoes an acute, potentially life-threatening event during the course of pregnancy or delivery 
that could result in long-term consequences for her health. Examining cases of SMM not only 
strengthens statistical analyses and reveals more generalizable trends, but also paints a clearer 
picture of the status of maternal health in the United States, calling for a thorough examination of 
the socioeconomic and environmental conditions in which a woman’s pregnancy takes place. 
Not surprisingly, Black-White disparities persist at the level of SMM as well as other less severe 
pregnancy complications, with Black women at the greatest risk for many of these adverse 
obstetric outcomes.4  
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The first section of this thesis will briefly examine the medical, social/behavioral, and 
environmental risk factors for adverse obstetric outcomes, as well as their presence and influence 
within Black communities. These include: (1) chronic or preexisting medical conditions such as 
obesity and hypertension, negative health behaviors such as smoking and substance abuse, (2) 
sociodemographic factors such as pregnancy intendedness and partner support, and (3) health 
care access variables such as family planning, prenatal care utilization, postpartum follow-up, 
and quality and type of obstetric care.  
Although the higher prevalence of maternal mortality, SMM, and pregnancy 
complications in Black women have been thoroughly characterized in the literature, the 
pathways contributing to these disparities have not been well explored. Thus, the second section 
of my thesis consists of a systematic review of recent literature examining how Black race 
modifies the complex relationships between the above-mentioned risk factors and adverse 
maternal outcomes. This review has two goals. The first is to evaluate whether there is any 
evidence that racial/ethnic disparities in adverse outcomes are associated with particular risk 
factors that occur more commonly among Black women compared to women of other races and 
ethnicities. The second goal is to identify any significant gaps in knowledge in the field and 
propose areas for further study, identifying any need for targeted prevention and intervention 
strategies to benefit the most vulnerable patient subpopulations. 
According to MacDorman and colleagues’ 2016 study, maternal death rates in Texas 
doubled from 2010 to 2011, the highest increase of any single state.5 Thus, the third, and final, 
section of this thesis shifts emphasis to explore how the broader themes discussed in the prior 
two sections inform trends in adverse maternal outcomes within the state of Texas, as well as 
how local and statewide policies, initiatives, and resources contribute to or reduce racial 
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disparities in adverse maternal outcomes. Within this section, I examine how legislative policies 
within our state have affected barriers to maternal care in the recent years, and whether unmet 
needs within certain demographic groups have shifted to explain higher rates of maternal 
mortality and morbidity. I intend to draw comparisons in resources and accessibility between 
Texas and other states, drawing upon best practices from other state initiatives. Furthermore, 
while questions of access at the broader policy level have been discussed extensively, relatively 
little attention has been devoted towards policy at the local or institutional levels, nor has the 
potential value of community-based resources been emphasized. Thus, this section will 
incorporate qualitative interviews from various local health providers, including OB/GYNs, 
midwives, and nurse practitioners who work in hospitals, clinical settings and perinatal support 
groups, to hear their perspective on the needs of their respective patient populations. 
My thesis ultimately aims to identify unmet needs amongst specific vulnerable groups, to 
discuss the effectiveness of existing resources in addressing these populations, and, at the local 
level, to make recommendations for new targeted initiatives within Texas communities, 









SECTION ONE: Racial Disparities in the Determinants of Maternal Outcomes 
Higher incidence of chronic disease, obesity and metabolic disorders 
National studies have shown that pregnant women are increasingly presenting with 
preexisting comorbidities, and that the proportion of pregnant women with chronic conditions 
such as hypertension, diabetes, and obesity is increasing. These comorbidities can become 
aggravated during pregnancy, increasing the risk for severe maternal morbidity or mortality, as 
well as for poor maternal health in the long term. Moreover, there is evidence that Black women 
bear a disproportionate burden of the growing prevalence of chronic illness.  
Four out of five Black women in the U.S. are overweight or obese (BMI>25), a 
prevalence higher than any other subpopulation.6 Black women are also more likely to 
experience excessive gestational weight gain, and to retain excess weight, which can affect 
subsequent pregnancies.7  During pregnancy, obesity increases the risk of hypertensive disorders, 
gestational diabetes, and cardiovascular morbidities. During delivery and labor, obesity is 
associated with adverse maternal outcomes such as decreased likelihood of successful vaginal 
birth, and increased Cesarean section rates, infections, thromboembolism, and anesthetic 
complications.8 
Hypertensive disorders of pregnancy include chronic, preexisting hypertension, 
pregnancy-induced or -aggravated hypertension, preeclampsia, eclampsia, and HELLP syndrome 
(a clinical presentation that includes hemolysis, elevated liver enzymes, and low platelet count). 
The racial disparities in the incidence of pregnancy-related hypertension and their associated risk 
of complications or mortality are well-documented. Gestational hypertension can have lasting 
negative health consequences, significantly increasing the risk of hypertension, cardiovascular 
disease and stroke later in life.9 Preeclampsia and chronic hypertension have previously been 
 9 
shown to be significantly associated with increased risk in maternal mortality, with adjusted odds 
ratios of 8.1 and 7.7, respectively.10 Women who develop preeclampsia or eclampsia during 
pregnancy are at a heightened risk for severe morbidity indicators such as placental abruption, 
acute renal failure, pulmonary edema, cerebrovascular and cardiovascular complications, and 
other symptoms that typically accompany preeclampsia and eclampsia.11 There is evidence in the 
literature that non-Hispanic Black women experience more severe hypertension, which could be 
reflective of poor disease management and/or biological differences in disease manifestation.12 
Like hypertensive disorders, diabetes during pregnancy, or gestational diabetes mellitus 
(GDM), can be classified as either pregestational or gestational. According to 2010 CDC 
estimates, Asian/Pacific Islanders and Hispanic women have the highest prevalence of GDM, at 
16.3% and 12.1% respectively.13 In Black women, however, obesity is a better predictor of GDM 
compared to in other races and ethnicities; in fact, a study estimates at 65% of GDM cases in 
Black women could be prevented if all were within the normal weight range.14 This difference 
may be a reflection of inherent metabolic or genetic variation, but further studies should be done 
to determine whether interventions targeting the environmental, behavioral and access 
determinants of obesity within the Black community could significant decrease the prevalence of 
GDM in Black mothers.  
Between 1996 and 2014, the prevalence of diabetes, including pregestational diabetes as 
well as GDM, increased 102% amongst Black women, the second highest rate after Hispanic 
women.15 GDM is associated with increased risk in hypertensive disorders such as preeclampsia, 
although the nature of this relationship is unclear.16 GDM, if unmanaged, can progress into 
chronic type II diabetes and affect subsequent pregnancies and the woman’s health in general; 
this risk is especially high for Black women.17 However, studies show that physicians rarely 
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offer diabetes screenings to women after delivery. 18,19 A variety of factors, including insurance 
coverage, postpartum care utilization, and variation across clinical practices and education affect 
the availability of screening.20 
 
Mental health and substance use 
Suicidal behavior is a relatively rare contributor to maternal mortality and morbidity, but 
a 2016 study by Zhong et al. found that peripartum suicidal behavior nearly doubled between 
2006 and 2012, with the highest proportion of increase in young Black women.21 The prevalence 
of suicide ideation and suicidal behavior-related hospitalization, however, may be underreported, 
because the former relies on  subjective evaluation and the latter assumes that all women 
engaging in suicidal behavior are also presenting to the hospital for care. Although cases of 
maternal mortality by suicide are rare, maternal depression is quite common, and there are 
significant correlations between pre-existing mental health conditions and pregnancy 
complications such as toxemia, pre-eclampsia or eclampsia, anemia, gestational diabetes, 
placenta previa, hemorrhage, and premature labor.22 Many of the most significant correlates of 
antepartum depression, such as discrimination, lack of social or intimate partner support, 
domestic and community violence, unintended pregnancy and stressful life events, 
disproportionately affect Black women.23,24 Depressed Black mothers are more likely to 
experience a higher number of stressful life events within the year of pregnancy, including 
marital or relationship troubles, unemployment, and financial adversity. The same study found 
that pregnant Black women are the least likely to seek care for depression compared to other 
races/ethnicities.25 
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Much of the literature surrounding maternal depression demonstrates its adverse effects 
on infant health outcomes and subsequent development into childhood, adolescence and 
adulthood. Research investigating the relationship between maternal depression and pregnancy 
complications is relatively scarce, most likely because it is difficult to identify a direct pathway 
by which depression mediates obstetric outcomes. However, antepartum and postpartum 
depression are associated with a higher propensity for suicidal behavior, alcohol and substance 
abuse, lower propensity to seek preventive services to manage risks during pregnancy, and 
poorer health overall, thus increasing the risk for maternal complications and death. Further 
studies should be conducted to examine the incidence of maternal depression in pregnancy-
related hospitalizations across different races/ethnicities. 
Prescription drug abuse and overdose, especially that of opioids, is a growing epidemic in 
the United States, and women with mood/anxiety disorders are disproportionately affected.26 
According to national data, the incidence of antepartum opioid use has risen from 1.2 to 5.6 per 
1,000 births between years 2000 and 2009.27 Women who used opioids during pregnancy are 
four times more likely to have a prolonged hospital stay and nearly four times as likely to die 
before discharge.28 Opioid use during pregnancy is also significantly associated with other 
indicators of severe maternal morbidity, including increased odds of cardiac arrest (OR= 3.6), 
placental abruption (OR=2.4), and hemorrhage requiring a transfusion (OR=1.7).29 Multiple 
studies have shown that, when controlling for social or behavioral risk factors (e.g. income level, 
tobacco and alcohol use), Black women are significantly less likely than White women to use 
opioids.30,31 Nevertheless, discriminatory practices could lead to inadequate obstetric pain 
management, foster an inherent distrust of the healthcare system, and discourage Black women 
to seek their provider’s advice in the future. Furthermore, it could encourage women to seek 
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nonmedical sources for their pain management needs, potentially increasing the risk of abuse and 
overdose through other routes. Thus, while there is increasing urgency to curtail the growing 
problem of prescription overdose, it is also important to be mindful of racially biased 
assumptions and discriminatory practices or policies within the healthcare setting. 
Although tobacco and alcohol use during pregnancy is most frequently discussed in the 
context of negative neonatal and infant outcomes, both behaviors have physiological effects that 
pose a risk to the mother as well. Cigarette use during pregnancy is significantly correlated with 
placental abruption, placenta previa, and premature rupture of membranes in pregnant women, 
all of which complicate a safe labor and delivery.32,33 Alcohol consumption during pregnancy, 
likewise, increases the risk of placental abruption and other placenta-associated syndromes.34 
Although the prevalence of binge drinking behavior before pregnancy is highest in white women, 
minority women are less likely to reduce binge drinking during pregnancy.35,36 It is important to 
emphasize that race/ethnicity itself is not a predictor for maternal alcohol, cigarette or substance 
use. Rather, the disparate rates can be explained by the multiple burdens and stressors that Black, 
Hispanic and Native American women experience, including unwanted pregnancy, lack of social 
support, intimate partner violence, and socioeconomic status, which all contribute to maternal 
alcohol and tobacco use.37 Studies indicate that these risk factors tend to cluster together, and 
since women with these behaviors are often the same ones who delay seeking prenatal care, the 
risk of morbidity and complications accompanying alcohol and cigarette use is further amplified.  
 
Stress, social support, and structural racism  
Although the direct effects of chronic stress on maternal health outcomes are not well 
researched, there is an abundance of evidence of physiological pathways linking elevated 
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maternal stress with preterm labor, which in turn puts the mother at higher risk for complications 
during labor and delivery.38 Chronic stress can also negatively impact attitudes and perceptions 
surrounding pregnancy, contributing to lower rates of prenatal care utilization, greater risk of 
maternal depression, and adverse health behaviors during pregnancy (e.g. tobacco use).39  
In Black women, the daily stressors that could negatively affect pregnancy are 
compounded by experiences of institutional, community, and interpersonal racism and 
discrimination. Stress due community or interpersonal violence, a lack of partner support, and 
distrust in institutions (e.g. the healthcare system) are also particularly relevant within Black 
communities.40 One proposed hypothesis to explain racial disparities in both maternal and infant 
health outcomes is that this compounded stress contributes to the allostatic load and a 
persistently heightened neuroendocrine response, which in turn results in poorer overall health 
and premature aging.41  
There is evidence that chronic stress precipitated by systemic racism can have 
transgenerational effects. For instance, maternal stress is correlated with shorter telomere lengths 
in offspring, which may contribute to aging and disease risk in the next generation. Another 
study has linked intrauterine stress exposure to a greater predisposition for obesity throughout 
the child’s lifespan, which could in turn complicate pregnancies in adulthood.42 These 
transgenerational effects highlight the fact that maternal and child health are inextricably linked, 
as well as the need to address systemic racism to avoid perpetuating the cycle of adverse 
maternal health outcomes.43  
 
Domestic violence and abuse 
In the United States, Black and Hispanic women--particularly those that are young and 
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unmarried-- experience the highest rate of intimate partner violence (IPV) during pregnancy. IPV 
may consist of any combination of emotional, physical, and sexual abuse, and contributes to 
severe maternal morbidity and mortality through various routes, including physical trauma, 
psychological trauma contributing to depression, other mental disorders and poorer overall 
health, and an increase in adverse health behaviors such as substance use and low utilization of 
prenatal care.44 Furthermore, women with abusive partners often are unable to be assertive about 
their own reproductive health, leading to unwanted pregnancies or sexually transmitted 
infections that complicate the pregnancy.45 Women who experience IPV in the year prior to or 
during pregnancy are more likely to be hospitalized for a number of severe morbidities, 
including: preterm labor, vaginal bleeding, placenta-associated syndromes, severe vomiting and 
dehydration, infections, and premature rupture of membranes.46  
The U.S. Preventive Services Task Force and the American College of Obstetricians and 
Gynecologists recommend that clinicians routinely screen all women of childbearing age for IPV 
using standardized screening instruments, which usually consist of 3-5 questions that providers 
can ask their patients.47 However, universal screening practices are not widely implemented by 
primary care or women’s health providers, since data from the Pregnancy Risk Assessment and 
Monitoring System (PRAMS) indicate that half of pregnant women do not discuss IPV with a 
healthcare professional during prenatal visits.48,49,50 Black women tend to be screened at a higher 
rate for IPV, suggesting that providers are aware of the racial disparities in domestic violence 
rates.  However, the issue is not so simple as confiding in a healthcare provider about abuse and 
then promptly receiving treatment for it. A Black woman’s perception of and experience with 
domestic violence conflates issues of gender with issues of race; their desire to defend their 
rights and bodies as women is frequently at odds with their desire to shelter the Black 
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community from institutional racism and the long history of violence targeting Black men.51 
Other factors, such as stigma, fear of isolation from community networks, and a negative 
perception of the justice system or social services additionally prevent women, especially women 
of color, from being open with their provider about domestic issues. 
 
Access to and utilization of care 
Prenatal Care 
Initiating prenatal care earlier during pregnancy leads to better recognition and 
management of chronic diseases and pregnancy complications that could otherwise increase the 
risk for severe maternal morbidity and mortality. According to 2011 national survey data, only 
63.4% of non-Hispanic Black women initiated prenatal care in the first trimester prenatal care 
compared to 78.8% of White women, and only 80.8% of non-Hispanic Black women report 
receiving adequate prenatal care, defined as 80% or more of recommended visits, compared to 
86.6% of White women.52 These trends are even more dramatic in Texas, where despite 
geographical variations, discrepancies between the numbers of Black and White women 
receiving prenatal care within the first trimester were as large as 18%.53 On average, Black 
women in Texas are the most likely to experience delayed onset of prenatal care, with only 
53.3% receiving care in the first trimester in 2014.54 In qualitative interviews, the barriers to 
initiation of prenatal care that were most commonly identified by low-income African-American 
women were transportation and insurance, recognition of signs/symptoms of pregnancy, 
perceived poor quality of care, negative or ambivalent attitudes towards pregnancy, and 
psychosocial stressors that could be exacerbated by lack of social support.55,56 The same studies 
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identified that a strong patient-provider relationship, respectful clinical staff and culturally 
sensitive care are the best motivating factors for women seeking prenatal care. 
The issue of perceived negative quality of prenatal care could be better understood by 
examining the extent to which variations among provider practices exist. These variations could 
impact the quality of care, nature of the patient-provider relationship, degree of patient education 
and even the types of services or screenings offered to patients.  While clinical guidelines 
recommend that all patients— regardless of race/ethnicity, socioeconomic status, or other 
demographic characteristics—are offered the same prenatal services, further studies should be 
done to compare the quality and types of services and screenings offered by clinics based on the 
demographics of their populations. 
During a pregnancy, uninsured women may qualify for Medicaid, CHIP Perinatal, or 
assistance from a federally funded clinic. However, delays in coverage are a commonly cited 
issue, because of the time it takes to recognize a pregnancy, and then to complete and process an 
application. When women experience complications during this time, their only option is to go to 
an emergency room, which is not only costly for medical institutions but also does not afford 
patients any long-term solutions for managing a healthy pregnancy.57 Furthermore, women who 
are uninsured face another barrier, in that many do not have a primary care doctor who can refer 
them to prenatal care, especially for those who are pregnant for the first time.   
Postpartum Care 
The postpartum period is a critical time during which women are recovering from the 
physical stress of childbirth and coping with the psychosocial stress associated with taking care 
of a newborn. Postpartum care presents a unique opportunity for providers to re-engage women 
in conversations on their own health, especially when so much focus during pregnancy centers 
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on fetal health. In particular, it is the ideal setting to continue conversations initiated during 
prenatal care regarding birth spacing and provide women with their contraceptive method of 
choice, to monitor any persisting obstetric complications or risk factors that presented during 
pregnancy, to refer care for the management of chronic illnesses, and to identify and treat any 
conditions that commonly emerge during the postpartum period.58 Moreover, for those whose 
Medicaid benefits expire after pregnancy, postpartum care can serve as a gateway for 
transitioning uninsured women to a stable health care plan.   
The incidence of severe maternal morbidity during postpartum hospitalizations is 
increasing, and women are more often being readmitted to the hospital after delivery for 
potentially life-threatening complications.59 As with prenatal care, however, racial disparities 
exist in postpartum care utilization, with Black women being the least likely to present for a 
follow-up visit.60 Among women diagnosed with severe preeclampsia, Black women were the 
least likely to present for follow-up, leading to a higher risk for postpartum complications.61 
Among women diagnosed with gestational diabetes mellitus, Black and Hispanic women had 
more risk factors for low postpartum care rates, which could lead to poor chronic diabetes 
management and put them at higher risk for complications in subsequent pregnancies.62 In one 
recent study of California’s Medicaid program, Black women attended postpartum visits less 
often, were less likely to receive any form of contraception, and were less likely to receive highly 
effective contraception during postpartum visits.63 Many of the barriers to postpartum care are 
the same as for prenatal care, including a lack of recognition of the needs or benefits of 
postpartum care, and logistical factors (especially with a newborn) that make it difficult to attend 
appointments.64 However, the majority of women also indicate that they would like more health 
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information about various topics such as chronic disease, pain and discomfort, family planning, 
breastfeeding, and infant care.65 
 These disparities clearly highlight the need for targeted outreach to promote awareness 
of the importance of postpartum care, broadening the array of preventive and educational 
services offered during postpartum visits along with the medical exam, and enhancing access to 
postpartum care at various levels--whether in the form of provider-led support groups, clinical 


















SECTION TWO: Systematic Review of Racial Disparities in Obstetric Outcomes  
I. Background and Significance  
In the United States, the maternal mortality ratio has risen to 28 per 100,000 live births, 
and as the rates of maternal mortality increase, the racial disparity continues to widen. Many of 
these are complex cases, as maternal demographic, lifestyle, health and medical service 
utilization characteristics form competing pathways that contribute distinctly to maternal 
outcomes. However, the disproportionate burden that Black mothers face is unacceptable. The 
purpose of this review is to isolate the various causes and correlates of maternal mortality, severe 
obstetric morbidity and complications, to evaluate whether race is an independent risk factor for 
adverse maternal outcomes, or whether it facilitates certain pathways from determinants to 
outcomes. This line of inquiry will help to identify areas for further study, as well as inform 
targeted interventions throughout the life-course of the mother to reduce these racial disparities. 
II.     Methods  
The peer-reviewed publications included this literature review were identified via 
PubMed and Google Scholar searches, with publication dates from 2006 through 2016 (last ten 
years), using combinations of the following search terms: “maternal mortality/severe maternal 
morbidity/obstetric emergencies/pregnancy complications”, “racial/ethnic/minority 
differences/disparities”, and “United States”. MeSH terms and Boolean logic were used in the 
PubMed database to ensure the most relevant citations. The original search returned 485 
publications, of which only 33 met the review criteria. Other publications were excluded based 
on the following criteria: languages other than English, analysis not restricted to U.S. data, 
published earlier than 2006 and thus outside the date range, research questions focusing on 
neonatal/infant outcomes rather than maternal outcomes, controlled trials testing the 
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clinical/therapeutic efficacy of an intervention. Conference proceedings, reviews and 
commentaries were additionally excluded. References from the most relevant articles were 
crosschecked to ensure a comprehensive review.  
III.     Theoretical Framework   
Figure 1. A simplified representation of the pathways between determinants and adverse maternal outcomes. 
The dotted lines signify the relationships of interest in the literature review. 
 
Maternal outcomes are difficult to define because they vary by degree of severity and 
time of onset relative to the course of pregnancy. For the purposes of this review, the definition 
of maternal outcomes is limited to three categories: (1) Maternal mortality; (2) Severe maternal 
morbidity (SMM) and/or maternal near-miss; and (3) acute obstetric complications. The Centers 
for Disease Control and Prevention defines maternal mortality as any death arising from 
pregnancy-related complications or aggravations within one year of gestation. Whether or not a 
case is considered SMM or near-miss varies depending on clinical protocols or the study itself, 
so for this category, only publications that specifically defined cases as “severe 
maternal/obstetric morbidity”, “near-miss”, or some other phrase indicating a high mortality risk 
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for the mother are included. Acute obstetric complications are defined as those arising directly as 
a result of pregnancy, which could heighten the risk of categories (1) and (2) or have lasting 
implications for the mother’s health, but vary by degree of severity.  
The adverse outcomes most commonly identified in the literature were: preterm birth, 
gestational diabetes, preeclampsia, premature rupture of membranes, placenta-associated 
syndromes such as placenta previa and placental abruption, anesthesia complications, emergency 
Cesarean delivery, postpartum hemorrhage, perineal trauma, sepsis, peripartum cardiomyopathy, 
and thrombotic embolism. Since the consequences of preterm birth for maternal health are not as 
well characterized as their implications for infant health, however, I chose to exclude it from the 
outcomes examined.  
The emphasis of this review is to evaluate how social, behavioral, environmental, and 
access determinants influence maternal outcomes, and whether these effects vary across racial 
groups. “Determinants”, for the purposes of this review, refers to any condition--whether 
medical, behavioral, or social--that precedes, and exerts a direct or indirect effect on, the three 
categories of “maternal outcomes” defined above. Accordingly, the review categorizes 
publications based on their determinants of interest rather than their outcomes of interest. The 
review additionally excludes publications that solely highlight racial disparities in the prevalence 
of certain outcomes without examining potential correlations with the above-mentioned 
determinants, or those that solely quantify racial disparities in the prevalence of determinants for 
adverse maternal outcomes. These disparities are discussed more extensively in Section One 




IV. Review of the Literature 
Teen Pregnancy 
Adolescent pregnancy is associated with higher rates of hypertension, severe anemia, and 
sepsis.66,67 Among racial/ethnic groups in the United States, non-Hispanic Blacks have the 
second highest rates of adolescent pregnancy, with 39 per 1,000 births.68 However, a 2013 study 
by Penfield and colleagues found that Black teens had lower rates of pregnancy complications 
than their White counterparts.69 There is very limited recent literature evaluating how adverse 
maternal outcomes in adolescent pregnancies vary by race; most of the studies focus on how teen 
pregnancy affects the infant, examining outcomes such as preterm birth and low birthweight.  
Site-Based Variations in Quality of Care 
In their 2016 study of nationwide trends in maternal mortality, Moaddab and colleagues 
(2016) concluded that “although Washington DC has the highest maternal mortality ratio in the 
nation, non-Hispanic white patients in this district have the lowest mortality ratio in the United 
States. Excellent care is apparently available but is not reaching all the people.”70 This 
implication--that access to preventive resources and quality care are extremely concentrated 
amongst White patient populations--seems to be a persistent and pervasive trend across the 
country. Howell and her colleagues (2016) found that hospital performance varies widely in New 
York City, and that Black women are more likely to deliver in hospitals with poorer obstetric 
outcomes.71  A study by Howell et al. using national patient data similarly found that hospitals 
serving predominantly Black patients tend to have the highest risk for poor maternal outcomes 
and share certain characteristics such as urban location, high delivery volume, and teaching 
hospital status.72 Creanga et. al. pooled together data across 7 states, and found that 
predominantly Black-serving hospitals performed worse on most delivery indicators than 
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predominantly White- and Hispanic-serving hospitals.73 Researchers estimated from the New 
York study that, if Black mothers delivered at the same hospitals as White mothers, there would 
be a 47.7% decrease in severe morbidity cases in the former group.74  
Prenatal Care Access 
Maternal mortality is significantly correlated with having fewer prenatal visits.75 Racial 
disparities in prenatal care access has been widely discussed in the literature, with African-
American women experiencing lower rates of prenatal care utilization and higher rates of 
delayed initiation of care, compared to women of other races and ethnicities.76 However, Healy 
and colleagues (2006) found that women of racial/ethnic minorities experienced more pregnancy 
complications than White women, although all 35,529 pregnancies reviewed had first-trimester 
initiation of prenatal care.77 This indicates that factors beyond prenatal care contribute to a 
greater risk for pregnancy-related complications in Black women, or that the quality of prenatal 
care varies widely across different patient populations. To date, there has been little analysis on 
the correlation between delayed initiation of prenatal care and acute pregnancy-related 
complications that contribute to severe maternal morbidity and mortality. 
Variations in Obstetric Procedures Provided 
Mode of Delivery 
Cesarean delivery can be a life-saving procedure when vaginal birth poses a significant 
risk to either mother or infant. However, because of the invasive nature of the procedure, it can 
also heighten the risk of maternal complications such as severe hemorrhage, and/or negatively 
affect subsequent pregnancies. Huesch and Doctor (2015) determined that African American 
women were significantly more likely to undergo both scheduled and emergency C-sections, 
although there was no significant difference across race/ethnicity lines for repeat Cesareans.78 
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Creanga and colleagues demonstrated, in their 2015 study, that Black women are more likely to 
experience severe morbidity and complications as a result of Cesarean section.79  
Moreover, C-sections during first birth are known to increase the risk of subsequent 
preterm deliveries and severe maternal morbidity.80 Black mothers, for instance, are twice as 
likely to suffer from a postpartum VTE after C-section delivery (Abbasi 2014), and amongst 
those with uterine atony, more than twice as likely to suffer from hemorrhage-related 
morbidity.81,82 Several studies (Edmond et al 2013, Washington et al 2012, Kabir et al 2005, 
Braveman et al 1995) have found that among primiparous women (first time giving birth), Black 
women are more likely to undergo a C-section earlier in the labor process for contraindications 
such as fetal distress and failure to progress in labor, and that many of these procedures may be 
medically unnecessary.83,84,85,86 Although Braveman et al’s and Kabir et al’s studies are quite 
dated, they highlight how the racial disparity in C-section rates has persisted despite medical and 
technological advancements, clearer contraindications, and more evidence-based hospital 
protocols.  
Women who elect to have a vaginal birth after cesarean delivery (VBAC) have an 
elevated risk for severe complications such as uterine rupture. Cahill et al. (2008) found that, 
although Black women are more likely to attempt VBAC and to experience VBAC failure, they 
are 40% less likely to experience uterine rupture compared to other women.87 While some 
findings indicate that Black women are more likely to undergo a C-section than any other race or 
ethnicity, this study indicates that they are also more likely to undergo a trial of labor when it is 
riskier to do so.  
Mode of Anesthesia During Cesarean Delivery 
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Regional anesthesia is the preferred method for Cesarean deliveries, since it is associated 
with a relatively lower risk for maternal death and complications compared to general 
anesthesia.88 In an analysis of data from 19 obstetric centers between 1999 and 2002, Butwick et 
al (2016) found that African-American women undergoing C-section delivery have a 
significantly higher likelihood of receiving general anesthesia compared to regional anesthesia, 
even when controlled for other patient characteristics.89 A Michigan study published in 2007 
similarly concluded that African American race is a risk factor for anesthesia-related maternal 
mortality, although the results were not generalizable due to sample characteristics.90  
Other Obstetric Procedures 
Certain obstetric procedures are correlated with adverse maternal outcomes such as 
severe postpartum hemorrhage (PPH), perineal laceration, or peripartum infection.91 There is 
evidence in the literature that Black mothers are offered or receive different types of obstetric 
care and therapeutic interventions compared to women of other races/ethnicities presenting with 
the same condition, although it is unclear whether this variation is due to overt discrimination, 
implicit bias, anatomical/physiological variations across races/ethnicities, or confounding 
variables unrelated to race. One study (Harper et al 2007) found that African American women 
with postpartum hemorrhage were less likely to receive surgical intervention than White 
women.92 In a study by Grobman et al (2016), Black women were more likely to receive high-
dose oxytocin and general anesthesia for C-section, and less likely to delay pushing or receive as 
many vaginal examinations during the early stages of labor, compared to any other 
race/ethnicity. However, Black women did not experience a higher rate of PPH, severe 
lacerations, or infection compared to other minority women, suggesting a more nuanced 
relationship between obstetric procedures and severe complications.93  
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 Medical Comorbidities 
Maternal morbidities such as chronic hypertension, pregestational or gestational diabetes 
mellitus, pulmonary hypertension, human immunodeficiency virus (HIV), and 
preeclampsia/eclampsia increase the risk of maternal death during labor and delivery, and more 
American women are presenting with these medical risk factors than before.94 Thus, apart from 
the social, environmental and behavioral factors that predispose African-American women to a 
higher risk for severe maternal morbidity and mortality, it is also pertinent to evaluate whether 
racial disparities exist in how acute or chronic comorbidities contribute to these adverse 
outcomes. Black women bear a disproportionate burden of chronic illness, contributing to a 
higher number of pregnancy complications and severe maternal morbidity cases in Black 
women.95 As seen in Fig. 1, comorbidities can either be conditions that arise during pregnancy, 
such as preeclampsia, gestational diabetes, and ectopic pregnancy, or preexisting conditions such 
as obesity, hypertension, diabetes, or STIs.  
Obesity 
Obesity has been shown to be significantly present in cases of maternal mortality. Harper 
et al’s 2007 study found that, among women diagnosed with either pregnancy-related 
hypertension, puerperal infection, or hemorrhage, African American women with these 
conditions were more likely to be obese.96 Similarly, Halloran and colleagues (2012) found that 
obese Black teenagers were more likely to suffer from postpartum hemorrhage than their White 
peers.97 However, Marshall et al (2014) failed to find differences in the prevalence of cesarean 
delivery or preeclampsia between obese African-American and obese Caucasian women. In fact, 
obese Caucasian women appeared to have a greater relative risk of developing preeclampsia 
compared to normal weight peers than obese Black women.98 
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Ectopic Pregnancy 
Creanga et al (2011), examining national death certificates from 1980 to 2007, found that 
Black women were 6.8 times more likely to die of an ectopic pregnancy than White women.99 
Creanga published a later study with data from 2006 to 2010 that yielded a similar conclusion.100 
Stulberg and her colleagues (2016) analyzed data exclusively from Medicaid beneficiaries, and 
found that even within women of similar economic means, ectopic pregnancies meant a higher 
risk of severe complications for Black women than any other race or ethnicity.101 
Hypertensive Disorders of Pregnancy 
Shahul and colleagues (2015) aimed to compare the different degree of effects that 
preeclampsia and eclampsia have on maternal outcomes depending on the mother’s race or 
ethnicity. They found that, compared to White women with preeclampsia/eclampsia, Black 
women were more likely to suffer from in-hospital mortality as well as severe maternal 
complications including cardiac arrest, acute respiratory distress syndrome, pulmonary edema, 
pulmonary embolism, congestive heart failure, peripartum cardiomyopathy, and mechanical 
ventilation.102 Acosta et al (2013) evaluated differences in patient characteristics for the 
progression from uncomplicated sepsis to severe sepsis, finding that Black women had 
significantly increased odds of progressing to severe sepsis, and that preeclampsia increases the 
risk of progression to severe sepsis.103  
Lo et al. (2013) found that African-American women have a higher risk of mortality from 
hypertensive disorders of pregnancy compared with any other race/ethnicity.104 This is often 
assumed to be due to a higher prevalence of more severe hypertensive disorders amongst the 
Black population, especially since obesity rates are highest among Black women. However, a 
2007 study by Tucker and colleagues (2007) found that while Black women did not have 
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significantly higher rates of preeclampsia or eclampsia compared to other races/ethnicities, they 
were 3.3 times more likely to die or suffer a severe complication from preeclampsia, and 3.9 
times from eclampsia, compared to White women.105 
Cardiovascular Conditions  
Cardiac complications are significantly correlated with obesity, substance abuse, 
hypertensive disorders, and advanced maternal age, and some of these factors co-occur more 
frequently with Black race, resulting in a higher risk for cardiovascular-related obstetric 
emergencies. Several studies (Schellpfeffer et al 2015, Hameed et al 2015, Small et al 2012, Kao 
et al 2013) indicate that cardiovascular conditions, including cardiomyopathy, are one of the 
most prominent causes of maternal mortality and severe maternal morbidity, and that African-
American race is a significant predictor for maternal death due to a cardiovascular 
condition.106,107,108,109 However, neither of these studies analyze a nationally representative data 
set-- Schellpfeffer uses Wisconsin data between 2006-2010, Hameed uses California data 
between 2002-2006, Kao includes data from 6 different states, and Small limited their study to 
data from the Duke University Medical Center between 2005-2011)--therefore limiting the 
generalizability of their findings. Strikingly, analysis of population-based data sets revealed that 
Black women were nearly 16 times more likely than White women to develop peripartum 
cardiomyopathy (Gentry et al 2010), and 5 times more likely to die from the condition (Creanga 
et al 2012).110 A study by Goland et al (2013) found that African American mothers with 
peripartum cardiomyopathy had distinct clinical characteristics: they were significantly younger, 
had a higher prevalence of gestational hypertension, were diagnosed more commonly during the 
postpartum rather than antepartum period, and exhibited poorer recovery and higher mortality 
compared with White women.111  Krishnamoorthy and colleagues (2016) similarly found that 
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African-American women with PPCM were also more likely to have comorbid chronic 
hypertension and diabetes, which may contribute to their higher mortality rates.112 Moreover, 
they concluded that although PPCM is much more prevalent amongst African-American women, 
Asian women suffer from a higher in-hospital mortality ratio. Nevertheless, because the 
incidence of PPCM is so much higher in African-American than Asian women (43% compared 
to 2%), PPCM-related mortality is still a much greater burden for the former group.  
V. Conclusion 
A common explanation for the racial disparities in SMM and maternal mortality is that 
Black mothers have a higher prevalence of sociodemographic characteristics or preexisting 
health conditions that predispose them to a higher risk for complications. However, the studies 
reviewed here demonstrate that, even after adjusting for patient characteristics that could 
confound the race variable, these disparities persist.  
A few important trends stand out in particular. Firstly, there is significant variation on the 
performance of hospitals on delivery indicators depending on the predominant racial and ethnic 
makeup of their patient populations, and hospitals serving mostly Black women tend to perform 
the worst. These studies suggest that measures should be taken to enhance quality of care in 
addition to addressing the social and health determinants that lead to poor obstetric outcomes in 
Black women. However, there are several questions that these studies leave unanswered: Why do 
women of certain racial/ethnic backgrounds deliver at specific hospitals? Why do such stark 
discrepancies in hospital performance on obstetric measures exist? How do facility 
characteristics, physician performance and attitudes, and hospital culture contribute to higher 
maternal morbidity risk? Understanding these would allow for a more targeted approach to 
quality improvement in lower-performing hospitals that serve primarily Black patients, thus 
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reducing the prevalence of severe morbidity and mortality in mothers delivering at these 
hospitals. 
Secondly, evidence in the literature highlights racial disparities in the type and outcomes 
of obstetric care provided, with findings that Black women are more likely to undergo a 
medically unnecessary Cesarean delivery, experience more severe complications or mortality 
during C-section, receive general anesthesia during C-section, and undergo trial of labor when it 
is riskier to do so. This could be due to limited patient awareness of the risks and medical 
indications associated with various procedures, and of decreased sense of autonomy in the 
healthcare setting. One potential area of future study would be how improving health literacy and 
patient engagement in decision-making affects obstetric outcomes in Black women.  
 Thirdly, Black women with certain medical comorbidities--including obesity, ectopic 
pregnancy, hypertensive disorders, and peripartum cardiomyopathy--are more likely to 
experience severe maternal morbidity or death compared to White women with the same 
condition and similar patient characteristics.  
These results should prompt the consideration of how pathways from disease to outcome are 
affected by race. Rather than solely focusing on the prevalence of these comorbidities or risk 
factors in how they are acquired, future research should additionally explore how the type and 
quality of therapeutic interventions vary by race, the biological, genetic and environmental 
components of disease progression, and how prepared providers are to recognize these inherent 
differences and manage their own implicit biases.  
Moreover, there is an abundance of literature characterizing the influence that 
sociobehavioral and environmental factors have on fetal and neonatal outcomes, and many 
pregnancy complications (e.g. preterm birth, placenta-related disorders) were only studied with 
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respect to their effects on infant mortality and morbidity. On the other hand, despite evidence 
linking sociobehavioral factors--including mental health, unintended pregnancy, partner status, 
and social support--with adverse maternal outcomes, there was a noticeable lack of literature on 
how these contributed to maternal outcomes differently across racial and ethnic groups.  
A few limitations exist in this study. Since this study restricted the definition of “maternal 
outcomes” to in-hospital obstetric measures, several important indicators of maternal health were 
excluded as maternal outcomes, including preeclampsia (here defined as a “risk factor” for SMM 
and mortality) and postpartum depression. Moreover, since the review focuses on outcomes 
during the narrow window of delivery and labor, it does not consider how pregnancy 
complications affect the rest of the woman’s life, as well as her subsequent pregnancies. Finally, 
the studies of interest had varying standards for what was considered a risk factor versus an 
outcome, and defined the severity of complications differently, making it difficult to generalize 




















SECTION THREE: Best Practices at the State, Community, and Institutional Levels  
The rate of maternal mortality in Texas has grown at an unprecedented rate, nearly 
doubling between 2011 and 2014. With 35 deaths per 100,000 pregnancies, Texas’ rate is the 
highest in the United States and higher than most developed nations.113 The racial disparity of 
maternal mortality in Texas reflects that of the rest of the nation, with Black women in Texas at a 
three times greater risk for pregnancy-related death compared to women of other races and 
ethnicities.114 In response to the troubling statistics, the 83rd Texas Legislature approved the 
creation of a Maternal Morbidity and Mortality Task Force to study trends in maternal deaths 
occurring within one year of pregnancy, as well as cases of severe maternal morbidity in Texas. 
According to the 2016 biennial report jointly published by the Task Force and the Department of 
State Health Services, the three most common causes of maternal death in the state were cardiac 
events, hypertensive disorders, and drug overdose, with most deaths occurring 42 days after 
delivery.115 In terms of severe maternal morbidity cases, the Task Force found that hemorrhage 
and blood transfusion cases played a predominant role, and that Black women suffered from 
hemorrhage at nearly twice the rate of White women (24.4 vs. 13.9 cases per 1,000 
hospitalizations).116 In general, Black women in Texas are the mostly likely to experience at least 
one severe maternal morbidity indicator during pregnancy, with rate of 41.4 per 1,000 
hospitalizations.  
As has been demonstrated over the course of this thesis, the issues surrounding maternal 
health are complex and intersectional, with race serving as a multiplier that enhances the 
pathways to poor maternal outcomes. The following section will draw together qualitative 
perspectives from 7 Austin-area providers, findings from the Maternal Mortality and Morbidity 
Task Force, as well as conclusions drawn from the systematic review (see Section Two), to 
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evaluate policies, community initiatives, and state programs addressing issues that are 
particularly salient within Black communities. Each section will examine how specific state 
programs or benefits are funded in Texas, the barriers to access that minority women face and 
how existing or potential state policies influences these barriers, and what best practices at the 
state, community and clinical levels can improve outcomes and reduce disparities.  
Methods for Provider Interviews  
 Semi-structured interviews, each 30-minutes long, were conducted with 7 Austin-area 
providers, who were invited by email to participate based on recommendations from their 
colleagues and other interviewed participants. Participants were asked a series of open-ended 
questions regarding common trends they observed within their demographically diverse patient 
populations that could contribute to adverse maternal outcomes, with special consideration 
towards their Black patients. They were also asked to share their insights on current policies and 
best practices, including promising solutions for eliminating racial disparities in adverse maternal 
outcomes (See Appendix for the Interview Guide used in their interview).  
 The participants are comprised of 2 nurse practitioners who are also faculty members at 
the University of Texas at Austin, 3 OB/GYN and/or reproductive health providers serving 
predominantly low-income or uninsured patients, 1 OB/GYN at a private woman’s health clinic, 
and 1 prenatal group programs coordinator. Although the sample size is limited, the diversity of 
the settings in which and patient populations for whom they provide care illustrates a wide range 
of experiences. The primary goal of these interviews was to gather a qualitative perspective of 
the community-level maternal care experience—with particular emphasis on Black patient’s 
experiences with the health care system, provider awareness of racial inequities, and available 
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local resources or unmet need—to explain the racial disparities highlighted in the systematic 
review.  
 Policy Focus and Rationale 
Following the implementation of the ACA, Texas did not comply with federal Medicaid 
expansion guidelines, nor has it implemented any extensive state-level policy to expand coverage 
for its most vulnerable subpopulations. Moreover, Texas has the most stringent Medicaid income 
eligibility requirements of any state, and as a consequence, contains the highest number of 
uninsured adults falling under the coverage gap, whose household income also deems them 
ineligible to receive a federally subsidized health plan. 117  One out of 3 women of childbearing 
age in Texas are uninsured, and the coverage gap disproportionately affects Black women.118,119 
Accordingly, the state-level policy comparisons and recommendations that follow will largely 
focus on expanding access to public programs and leveraging Medicaid programs and benefits. 
By addressing the following priority areas, lawmakers can demonstrate the state’s commitment 
to advancing racial equity in maternal health, and raise standards of care and access for all 
women in Texas.  
Addressing Barriers to Access and Continuity of Care 
Access to comprehensive care is critical during pregnancy and the immediate postpartum 
period, as discussed in Section One. A common theme across the provider interviews was the 
need to address the fragmented and discontinuous nature of maternal care:  
“I don’t think it’s appropriate to stop care [at 60 days postpartum]. You might 
recognize a problem within those first 60 days, but a new mother has so many things 
on her plate that she may not be able to get care for any of the conditions that might 
arise. It’s unreasonable to expect mothers to sort of ‘get in all the health care they 
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can’ before their coverage ends, and that’s not the kind of mindset [towards health 
care] we should be promoting anyway.” –OB/GYN, private women’s health clinic 
The discourse and initiatives to improve pregnancy outcomes have increasingly shifted 
towards a life course approach, since a woman’s health status throughout her life can have 
profound and lasting impacts on both maternal and infant health outcomes:  
“The U.S. doesn’t place nearly as much emphasis on postpartum and interconception 
care, compared to other countries that are not just looking narrowly at gynecological 
issues, but broadly at a woman’s health over her life course...especially psychosocial 
wellbeing after pregnancy. There’s a big void [in care] after women give birth, and 
they are vulnerable to a multitude of behavioral issues like depression, less physical 
activity, body image issues, high relapse in smoking, etc.”  
–Maternal and infant health nurse 
For this reason, racial disparities in maternal outcomes cannot be properly addressed 
without considering issues of access and care continuity. This subsection provides an abbreviated 
view of the healthcare landscape of Texas, considers how issues of fragmented coverage affect 
women’s health, and examines the approaches that other states have taken to address barriers to 
access.  
Insurance Status and Eligibility for State Health Plans 
The statewide distribution of health insurance coverage for women of childbearing age is 
as follows: 56% have an employer-sponsored plan, 7% have a plan purchased directly from the 
exchange, 11% are covered by Medicaid, and 22% are uninsured, making Texas the state with 
the highest percentage of uninsured women.120 Because Texas has not adopted the federal 
Medicaid expansion under the Affordable Care Act (ACA), it currently has the highest number 
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of individuals falling into the coverage gap—those whose household income levels make them 
ineligible for Medicaid but also ineligible to purchase a subsidized plan from the exchange. 
According to the National Women’s Law Center, this means that 687,000 Texas women are left 
uninsured because of the coverage gap, and the Kaiser Family Foundation found that African-
Americans are disproportionately affected.121,122 Amongst the uninsured, those who are below 
203% of the federal poverty level (FPL) are eligible to receive pregnancy Medicaid benefits, and 
those who are below 207% of FPL can receive CHIP Perinatal coverage. CHIP Perinatal covers 
all of the benefits that Medicaid for pregnant women does, except for hospital services unrelated 
to labor/delivery, and tobacco/substance abuse cessation programs. Women who do not qualify 
for CHIP or Medicaid can receive more limited maternal health benefits through the Department 
of State Health Services’ Expanded Primary Health Care Program (EPHC), as well as clinics 
funded by the federal Title V grant; however, these do not cover labor/delivery services or 
postpartum care.123 
Continuity of Care  
Medicaid coverage expires 60 days after pregnancy ends, so women who are left 
uninsured must find other sources of coverage in order to receive postpartum checkups, 
continued management of substance abuse disorders and chronic illnesses, and access to 
contraception and family planning counseling to prevent unwanted subsequent pregnancies.  
Nearly 60% of maternal deaths in Texas occur after the 42-day mark, suggesting that 
discontinuity of care during this crucial postpartum period can prove fatal for new mothers. This 
is especially concerning given that drug overdose was the second leading cause of maternal 
mortality in the state from 2011-2012, and that 73% of the deaths occurred more than 60 days 
after delivery.   
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In 2016, Texas HHSC and DSHS began automatically enrolling women in the Healthy 
Texas Women program after the expiration of their Medicaid for Pregnant Women coverage, in 
order to preserve access to necessary services and ensure continuity of care.124 However, because 
of distinct income eligibility requirements, not all women who are eligible for Medicaid during 
pregnancy are eligible for the HTW program. Moreover, because the state cut funding for family 
planning centers by two-thirds in 2011 and now excludes abortion providers and their affiliates 
from participating in the HTW program, there are considerably fewer safety-net community 
health centers offering comprehensive services for those enrolled in Healthy Texas Women, who 
are predominantly uninsured or underinsured women of color.  
Barriers to Enrollment in Medicaid and CHIP  
Black women make up only 18% of pregnant Medicaid enrollees in the state, yet this low 
percentage reflects barriers beyond variations in income eligibility by race. Bureaucratic hurdles 
can discourage pregnant women of color from applying for public benefits in the first place, 
especially if they are dealing with a multitude of pregnancy- and nonpregnancy- related stressors 
at home. Even if they do apply, it can take weeks to months to process the application, and 
additional time to select and schedule an appointment with an enrolled Medicaid provider, 
leading to a delayed initiation of prenatal care.  More than half of states, Texas included, have 
adopted “presumptive eligibility” for pregnant women, which allows qualified hospitals and 
providers to determine whether a patient is eligible (based on household income) to receive 
immediate short-term benefits while waiting for her application to be processed. Additionally, 
providers that receive federal Title V funding are required to provide two prenatal visits for 
women in the process of applying for CHIP Perinatal. However, many pregnant women are 
unaware of these options, or their provider is not eligible for determining presumptive 
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eligibility.125 126 
Unstable coverage is a significant contributing factor to delayed entry to prenatal care, 
and therefore delayed management of complications or comorbidities that could lead to life-
threatening pregnancy complications.127 Texas should make it a public priority to develop 
strategies to promote and facilitate enrollment of eligible pregnant women into Medicaid. This 
involves: (1) increasing public awareness of the application process, coverage options, 
presumptive eligibility, and benefits included through media campaigns and targeted marketing 
strategies; (2) catering outreach efforts to the health concerns commonly faced by pregnant 
Black women; (3) streamlining the application process by expanding the network and diversity 
of application assisters; and (4) offering enrollment assistance (or targeting marketing efforts) in 
public schools, libraries, public transit stations, hair salons, churches, women’s shelters, family 
planning clinics, etc.  
Disentangling Issues of Prenatal Care Access  
Many have speculated that the statewide spike in maternal mortality could have been 
exacerbated by severe family planning budget cuts and closure of women’s health clinics 
statewide. However, the hardest hit areas were those near the Southern Texas border and Rio 
Grande Valley, where existing rural health provider shortages affect mostly Hispanic and Latino 
communities. The majority of Black communities, on the other hand, reside in urban areas, 
where state- and federally- funded maternal health services are more concentrated. Moreover, 
Black women are overall less likely to face language barriers and immigration status issues to the 
extent that Latinas do. This reality suggests that the issue of provider access may not be the only 
salient factor within Black communities, and yet data indicate that Black women in general have 
the lowest rates of prenatal care utilization (see Section Two, Systematic Review).  
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Thus, issues of coverage of and access to prenatal care must be disentangled from 
utilization of care, which can be affected by factors like perceived quality, provider trust, and 
sociobehavioral factors.  Texas 2013 data from the Pregnancy Risk Assessment Monitoring 
System (PRAMS) indicates that 75.2% of Black women surveyed received prenatal care as early 
as they wanted, even though only 66% of them received prenatal care in the first trimester.128 
The gap in these figures suggests that a significant percentage of Black women do not seek or 
desire prenatal care in the first trimester. In contrast, 85% of White women both received 
prenatal care in the first trimester and received prenatal care as early as wanted. While greater 
barriers to access certainly play a role, historical distrust of the healthcare system--for instance, 
due to a legacy of forced sterilization and coercive medical practices targeting minorities in the 
U.S.--and personal experiences of discrimination are also contributing factors.129 
Several state- and community- based initiatives have proven to be successful in targeting 
populations that are at risk for late entry to prenatal care. A school-based clinic at North High 
School in Minneapolis offers comprehensive prenatal care, education, and referrals to its 
pregnant students, the majority of whom are immigrants or African-American and live in low-
income households; these services are provided by a diverse team of professionals including a 
case manager as well as medical providers.130 In 2012, Oregon implemented coordinated care 
organizations (CCOs) as a new approach for delivering care to Medicaid beneficiaries, resulting 
in a smaller gap in prenatal care quality between private and public payer sources, as well as an 
increase in the number of Medicaid beneficiaries initiating care within the first trimester.131  
Maryland’s State Health Department promotes access and earlier entry to prenatal care by (1) 
expanding family planning clinics’ services to include comprehensive preconception health and 
assistance with Medicaid eligibility screening, (2) funding perinatal navigation services via 
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“culturally competent community health workers” who provided individualized guidance to at-
risk women of color; and (3) providing temporary Medicaid eligibility to all women for up to 90 
days while applications are being processed.132 In 2014, New Mexico enacted State Bill 69, 
allotting funding to the Office of African American Affairs for a pilot program to improve infant 
and maternal health in Black communities.133 The program uses the Centering Model, where 
prenatal care is delivered in patient-centered group settings by multiple health professionals 
(midwives, doctors, nurses, and nurse assistants, etc).134 Although both Maryland and New 
Mexico’s initiatives were implemented with the goal of reducing racial disparities in infant 
mortality and morbidity, improving the quality and timing of prenatal care could have positive 
long-term implications for maternal health as well.  
The factors contributing to late entry into prenatal care are numerous and complex. Many 
women do not recognize the importance of prenatal care in the first trimester, such that the 
perceived benefits outweigh the logistical and financial barriers that must be overcome to attend 
a visit. Thus, public awareness regarding the importance of prenatal care can be improved 
through the use of culturally sensitive multimedia campaigns, and by building upon existing or 
past health literacy campaigns aimed at pregnant women, such as Zika awareness campaigns. 
The internet is a particularly useful platform for distributing information about prenatal care, 
because many women seek advice and support from online forums. Furthermore, information 
about prenatal care can be disseminated through school health programs, since teens are 
especially vulnerable to lack of prenatal care. Rather than focusing these informational 
campaigns on how prenatal care benefits infant outcomes, it may be more effective to emphasize 
how prenatal care benefits maternal health, because a woman may not yet have fully 
conceptualized her pregnancy in the early stage. Furthermore, delayed recognition of pregnancy 
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or ambiguous feelings about the pregnancy can also delay entry to prenatal care. Thus, reducing 
unintended pregnancy has the potential to improve prenatal care utilization; this is discussed in 
the following section.135   
Reducing Unintended Pregnancy  
Moadabb et al demonstrated in their 2016 study that a state’s maternal mortality ratio is 
significantly correlated with its unintended pregnancy rate.136 However, the pathways linking 
these two factors are poorly defined, and evidence that unintended pregnancy contributes to 
negative maternal outcomes is inconsistent at best.137 Nevertheless, reproductive health is the 
cornerstone of a woman’s economic, social wellbeing in addition to her physical and mental 
health. Thus, from a rights-based perspective, all women should have access to the care and 
education they need to adequately plan or prevent a pregnancy, whether or not this is reflected in 
the public health data.  
Unintended pregnancy rates remain the highest in Black women across all income levels, 
suggesting that profound racial inequities exist in access to family planning resources and 
education.138 According to Texas 2013 PRAMS data, Black women were the most likely out of 
any racial/ethnic group to have an unintended, mistimed, or unwanted pregnancy-- 11.7% 
reported their pregnancy as unwanted, 31.7% as mistimed, and 43.4% as unintended.139 In 
response to widespread public criticism following the drastic family planning cuts in 2011, Texas 
lawmakers have demonstrated, to some degree, a renewed bipartisan interest for contraceptive 
access, in particular due to its cost effectiveness--for every tax dollar invested in family planning 
services, an estimated $7.09 in Medicaid spending is averted.140 State initiatives aimed at 
reducing unintended pregnancy rates are increasingly focused on expanding access to long-
acting reversible contraceptives (LARCs)--which includes IUDs, injections, and implants--due to 
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their 99% effectiveness rate. However, LARCs remain controversial because they are incorrectly 
considered by some to be abortifacients, based on the unlikely possibility that IUDs might 
interfere with fertilization and implantation of the embryo, and are therefore opposed by anti-
abortion advocate groups.  
 For women who have recently given birth, immediate access to postpartum 
contraception is critical in order to prevent an undesired subsequent pregnancy. There is a 
demonstrably high unmet need for LARCs as a form of highly effective postpartum 
contraception. 141 Thus, increasing evidence-based patient and provider awareness of LARCs, 
facilitating their provision by both public and private, inpatient and outpatient settings, and 
clarifying reimbursement issues are three key strategies for promoting usage of LARCs and 
reducing unintended repeat pregnancies.  
Currently, fourteen states including Texas have Medicaid policies that reimburse 
hospitals for immediate postpartum LARC insertions.142 While the emergence of policies 
supporting inpatient LARC insertion procedures could eliminate a key barrier to contraceptive 
access for women who do not have routine access to a physician, several limitations persist. 
Firstly, opportunities for patient-centered counseling on LARCs in the inpatient setting are 
limited, because U.S. medical eligibility criteria for contraceptive use specifies that postpartum 
LARC insertions should only be performed less than 10 minutes after delivery, due to elevated 
risk of expulsion after 10 minutes and before 4 weeks postpartum.143 Providers should ideally 
discuss the full range of contraceptive methods with their patients during prenatal visits, so that 
LARC methods are not the only options a woman is given. However, prenatal care is not a 
routine part of every pregnancy, and without comprehensive family planning education for all 
women, there is the concern that immediate postpartum LARCs could compromise a patient’s 
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autonomy and reproductive freedom, especially in light of abusive and coercive sterilization 
practices in the past century that have targeted low-income women of color and those with 
compromised decision-making ability.144 
Secondly, inpatient sites in Texas are currently poorly equipped to provide postpartum 
IUDs and implants. Hospital payment systems must be restructured to accommodate billing and 
reimbursement for LARC counseling, insertion, and removal procedures. Hospital 
administrations also need to be educated on stocking, billing and reimbursement procedures, and 
new institutional protocols written to clarify these logistical considerations.145  Federally funded 
clinics are eligible to purchase LARCs at a discounted price through the 340B drug program, but 
eligibility for 340B pricing is limited to federally designated health centers and does not include 
most hospitals. Consequently, hospitals may face barriers of high upfront costs and concerns of 
product expiration if they buy in bulk. Furthermore, there is the question of which inpatient 
providers are qualified to insert LARCs. These providers would need to receive comprehensive 
training on how to provide contraceptive counseling to patients and evaluate which contraceptive 
method they prefer, as well as proper practices for the insertion and removal of LARCs.  
A third consideration is whether state policies can feasibly mandate that all hospitals 
offer immediate postpartum LARCs to their patients. Payment systems incentivizing LARC 
insertions would be problematic because, once again, they introduce the risk of coercive 
practices targeting disadvantaged groups. Furthermore, some faith-based institutions, such as the 
Catholic-run Seton Healthcare Family, have taken a stance against the provision of IUDs, which 
they believe to be abortifacient. Religiously affiliated hospital networks in the state often serve a 
diverse demographic, including Medicaid beneficiaries. If they opt out of immediate postpartum 
insertions for religious reasons, a significant number of patients would still be left without the 
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means to obtain a postpartum IUD, injection or implant.   
 While immediate postpartum insertions in inpatient settings are currently considered to 
be a best practice in preventing rapid repeat pregnancies and expanding contraceptive access to 
those most vulnerable for unintended pregnancy, the value of supporting LARC provision and 
education in outpatient settings should not be overlooked. Many states have chosen to further 
support federally funded Title X facilities with state funds and targeted initiatives to promote 
LARC provision and reduce unintended pregnancy. These have proven especially effective 
because outpatient family planning service providers already have reimbursement systems in 
place, and they are equipped to educate women on contraceptive methods and perform insertion 
and removal procedures. For instance, the Colorado Family Planning Initiative was established in 
2009 to provide operational assistance, training, and outreach support for the state’s publicly 
funded family planning clinics, and this enhanced support made it possible for low-income, 
uninsured women to obtain LARCs free of charge.146 As a result, the state’s teen birth rate 
dropped by 48 percent and approximately $79 million Medicaid dollars were saved.147 Since 
then, other states--including Virginia and Delaware--have followed suit with similar programs 
intended to increase awareness and provision of LARCs. Motivated in part by the effectiveness 
of Colorado’s LARC initiative in reducing adolescent pregnancy rates, a recently filed bill in the 
Texas House of Representatives (HB 941) has proposed funding a pilot program that would 
distribute LARCs through public schools to reduce unintended pregnancy in teens.148 
In Texas, on the other hand, detrimental cuts to the family planning budget in 2011 and 
the ensuing widespread closure of outpatient facilities resulted in a 30-35% decrease in the 
number of women receiving IUD and implants, simply because there were fewer access points 
for women seeking contraceptives.149 Although the state has since appropriated more of its 
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budget towards women’s health services, its refusal to fund highly effective providers like 
Planned Parenthood, as well as the resulting withdrawal of federal funds from the Healthy Texas 
Women program, severely compromises awareness, access and provision of LARCs while 
undermining family planning counseling and services as a whole.150 The reality is that, without 
devoting attention towards strengthening outpatient programs and community initiatives that 
educate women on the full spectrum of contraceptive methods, it will be difficult to expand 
LARC access in a way that protects a woman’s reproductive freedom and gives her ample time, 
beyond the narrowly designated postpartum window, to choose a contraceptive method that best 
aligns with her lifestyle, preferences, and beliefs.  
During the current (85th) Texas Legislative session, Rep. Gina Hinojosa (D-Austin) filed 
House Bill 3424, which would direct the Department of State Health Services to better 
understand barriers in access and utilization of LARCs, and develop specific strategies and 
policy recommendations for expanding access to LARCs with particular emphasis on the 
uninsured and Medicaid enrollees.151 If approved, this would be a valuable opportunity for a 
multidisciplinary workgroup to thoroughly evaluate the strategies and effectiveness of other state 
programs promoting LARC access, and then consider how similar approaches would benefit the 
specific needs of Texas women. However, not only should DSHS aim to feasibly implement 
postpartum LARCs in the inpatient setting, the agency should also make it a priority to 
strengthen outpatient LARC provision by (1) requiring that all outpatient clinics provide the full 
range of contraceptive methods, (2) increasing patient and provider awareness of LARCs and 
their effectiveness through public campaigns, outreach events, and trainings; and (3) raising 
reimbursement rates for providers to encourage provision of contraceptives.  
At the local level, interviews with healthcare providers reinforced the importance of 
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having open, unbiased conversations with women regarding birth spacing and pregnancy 
intention. One OB/GYN, who provides prenatal care for low-income women at a nonprofit 
community clinic, emphasized the value of patient-centered family planning counseling during 
the pregnancy, postpartum, and interconception periods:  
“There are some things that every woman needs to be educated about, like 
contraception. There are a lot of risks to short-interval pregnancies. So part of 
[prenatal care] is educating women about that, finding out if birth control and birth 
spacing are consistent with their belief system and social and medical situations, and 
then providing them with the method that is most congruent with what their needs 
are.”   
One interviewee, who coordinates care and education programs at Mama Sana Vibrant 
Woman, cited the benefits of unbiased options counseling to assist women who have not yet 
come to terms with their pregnancy:  
“When folks first come to us, we have a conversation around whether or not they 
want to go forward with the pregnancy; we talk about the full spectrum of options, 
where to go, and what to do. Having a supportive environment and open conversation 
helps take off some of the burden, especially for young moms or people going through 
[a pregnancy] for the first time.”  
Moreover, having a supportive group environment can be conducive to open and honest 
conversations about sexual activity, during which women can bring up any misconceptions 
they have about birth control and get evidence-based information. During group visits at 
Mama Sana Vibrant Woman, for instance, the women “are curious about if breastfeeding 
works [as birth control], they want to know about safe sex practices and the risk of getting 
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pregnant again right after.”  
Besides state initiatives to expand funding for LARCs and renovate Medicaid payment 
structures, then, communities should invest more resources in innovating the spaces where 
women can receive reliable information about contraception and family planning while also 
having the freedom to share their experiences and doubts and explore their reproductive options. 
In particular, women of color who are at higher risk for unintended pregnancy can benefit from 
the support and solidarity of a group environment facilitated by a knowledgeable nurse, midwife 
or other women’s health provider. Two nurses—one that previously held childbirth classes and 
another specializing in maternal and infant health—additionally cited technology as an essential, 
but often overlooked, safe space for women who may not otherwise have a support network or 
trusted source of information:  
“A lot of moms…said they wanted [their health information to be delivered] on an 
app. For two reasons: one was convenience, the other one was privacy- they don’t 
necessarily want to tell their provider everything. We need to have ways to reach out 
to women about health and prevention that are not through a traditional healthcare 
setting.” –Maternal and infant health nurse 
Improving Maternal Mental and Behavioral Health  
As discussed in Section One, peripartum depression has been linked to a higher incidence 
of chronic illnesses as well as negative health behaviors such as smoking, alcohol or other 
substance abuse during pregnancy, which can increase the risk of severe maternal morbidity and 
mortality if left untreated.152  According to 2012 Texas data from the DSHS Center for Health 
Statistics, White women exhibited the highest rate of diagnosed depression during pregnancy-
related hospitalizations, at 12.5 per 1,000 hospitalizations, while Black women exhibited the 
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second highest rate at 7.8 diagnoses per 1,000 pregnancy-related hospitalizations.153 This statistic 
does not reflect undiagnosed cases of mental illness, however, and it is possible that social 
factors, limited healthcare access/utilization and provider variations result in underreporting of 
the actual prevalence of maternal depression amongst racial and ethnic minorities.  
The state’s Maternal Morbidity and Mortality Task Force identified mental illness and 
substance abuse disorders as major contributors to severe maternal morbidity and mortality, 
finding that there were many missed opportunities for screening women with mental and 
behavioral health issues and referring them to treatment. Moreover, according to the Maternal 
Morbidity and Mortality Task Force, of the 19 Texas women on Medicaid during pregnancy who 
later died of drug overdose, 14 died after their Medicaid coverage expired. These data highlight 
an increasingly urgent need to address substance use as a core component of antepartum and 
postpartum care. Early diagnosis and treatment of mental health and substance use disorders 
leads to less severe conditions, shorter treatment times, fewer emergency room visits and fewer 
hospitalizations, thus representing a significant cost-saving potential for the state.154,155 This 
section looks at strategies to improve maternal mental health services through the lens of 
perinatal depression, but special consideration is given to substance use disorders at the end.  
Maternal depression has gained the attention of lawmakers across the political spectrum, 
and in 2016, Congress passed the Bringing Postpartum Depression Out of the Shadows Act, 
authorizing HHS to make federal grants to state programs for screening, education and treatment 
of postpartum depression.156 Four states (Illinois, West Virginia, Massachusetts and New Jersey) 
have implemented mandatory universal screening for postpartum depression, at least four others 
(Texas, Virginia, Oregon and Minnesota) have mandated patient education on perinatal 
depression to some degree, and four states (Maine, Maryland, Massachusetts, and Oregon) have 
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convened task forces or workgroups to study and develop statewide solutions for perinatal 
depression.157 
Many factors contribute to missed opportunities for mental health screening during the 
prenatal and postpartum period. Providers may not be trained to initiate conversations about 
mental illness with their patients or to recognize potential depressive symptoms during prenatal 
visits. Lack of postpartum follow-up care also results in missed opportunities for screening and 
subsequent referral to mental health service; in Texas, 15.6 and 19.1 percent of Black and 
Hispanic women, respectively, reported not presenting for postpartum care, compared to only 5.8 
percent of White women.158 Although four states have mandated universal screening for 
postpartum depression, there is little evidence to date that this has improved health outcomes.159 
This is most likely because the transition from screening to treatment presents another barrier to 
access; without access to a multitude of treatment and counseling, screening alone cannot 
prevent the adverse outcomes associated with poor mental and behavioral health.  
Stigma and lack of awareness surrounding mental illness can prevent women from 
seeking treatment even if they are screened and diagnosed during the peripartum period. If 
women are not fully informed that depression is a medical issue, they may discount their 
symptoms as due to hormonal changes or “baby blues”. DSHS requires information about 
postpartum depression to be included as one component of an extensive resource pamphlet given 
to new parents. Arguably, however, a paper pamphlet is not most effective means of delivering 
health information to new mothers, and since neither the mode of message delivery nor the 
message content is individualized to patient needs, the information may not be reaching its 
intended audiences.160 Complex referral pathways and a shortage of mental health service 
providers are additional limiting factors for women seeking treatment for mental illness. 
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Physicians may not be aware of mental health providers in their area, especially ones that accept 
publicly insured patients, and long wait times can discourage women from obtaining necessary 
follow-up treatment.  
Moreover, reducing barriers for women to access treatment for depression requires a 
broader evaluation of mental health care access in Texas. This involves addressing the provider 
workforce shortage by increasing reimbursement rates and reducing delay times for approval to 
join insurance networks, and ensuring mental health parity so that mental health benefits are 
covered in the same manner as physical health benefits. Several states have adopted innovative 
approaches that facilitate access to maternal mental health services, and these are outlined below.  
 Model State and Community-based Approaches  
 Home visit programs. There is evidence that home visiting programs are effective in 
reducing postpartum depression.161162 Kentucky allocates its funding from the federal Maternal, 
Infant, and Early Childhood Home Visiting Program (MIECHV) grant towards the state-run 
Health Access Nurturing Development Services (HANDS), which facilitates access to mental 
health services by integrating cognitive behavioral therapy or counseling sessions into in-home 
visits.163 Louisiana and Massachusetts train mental health providers to be included as a part of 
multidisciplinary home-visiting teams under the Nurse-Family Partnership Model and the Early 
Intervention Partnership Program, respectively.164,165 California’s Alameda County, in which 
African-Americans comprise the majority of the population, launched a pilot program with 
funding from the Substance Abuse and Mental Health Services Administration (SAMHSA) to 
supplement home visiting programs with highly skilled mental health providers who can provide 
treatment or make referrals to other specialized professionals as necessary.166 In Chicago, case 
managers for home visiting programs would screen and recruit mothers at risk for depression at 
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local WIC clinics.167 In North Carolina, physicians screen patients at prenatal visits and then 
refer those with highest risk of depression to the Nurse-Family Partnership.168 Home visiting 
allows mental health professionals to fully appreciate the multidimensionality of a woman’s 
mental health, and help a patient navigate financial challenges, domestic or community violence, 
institutional racism, medical conditions, and other social/familial stressors that can contribute to 
depression or other mental illnesses.  
 Telemedicine or Phone-Based Services. For women who face barriers in finding childcare 
and transportation to attend visits, or would prefer the anonymity of a phone-based counseling 
session in the comfort of her own home, there is evidence that supports the effectiveness of 
telephone-based behavioral counseling services. A pilot program in Washington, DC that offered 
counseling services from trained mental health professionals in the form of 30-40 minutes phone 
conversations reduced postpartum depression among program participants by 50 percent.169 
Missouri has a state -funded and -staffed hotline that provides resources and guidance to women 
suffering from depression and refers them to a phone services staffed by volunteers who have 
been in similar situations that provide counseling and peer support.170 However, no states to date 
have enacted programs to coordinate telebehavioral/telemental health services to address 
pregnant women specifically. In 2016, the New York Senate voted for S6715, a bill that would 
have required the state to invest in telehealth services for the treatment of postpartum depression; 
however, the bill did not make it past the state’s lower legislative chamber.171 
 Provider Education. The University of Iowa developed a free online training program 
(Support and Train to Enhance Primary Care for Postpartum Depression, or STEP-PPD), to 
educate primary care providers on how postpartum depression affects patients of various 
backgrounds, how to discuss depression with their patients and integrate screening into their 
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clinical practices, what evidence-based approaches are utilized for the treatment of postpartum 
depression, and how to refer patients with depression for treatment.172 Other states that have 
implemented online-based provider education include: Florida, Iowa, Massachusetts, Michigan, 
New Mexico, Nebraska, and Ohio.173  
Coordinating Care Between Primary Care and Mental Health Providers. To facilitate the 
transition between screening and treatment, providers must be aware of the full range of mental 
health services that exist in their area. This allows providers to make evidence-based referrals, 
while keeping in mind that mental health and substance use disorders occur with varying degrees 
of severity and that not all individuals respond to the same type of treatment. New Jersey’s 
Perinatal Mood Disorders Initiative directed the health department to create and maintain a 
statewide directory of perinatal mental health service providers.174 Iowa similarly operates a 
website listing mental health providers based on their location, specialty/type of service, and 
accepted health plans.175  
Integration of care between the primary care settings and mental health specialties is 
another important measure, especially because mental health services are so fragmented. This 
requires that primary care centers are staffed with mental health professionals, or effective 
systems of collaboration between primary care and mental health providers. For instance, King 
County in Washington utilizes a Mental Health Integrated Tracking System (MHITS) to manage 
a collaborative care model for patients with perinatal depression.176  The MHITS manages 
patients using the stepped care approach, where basic mental health services are provided in the 
primary care setting, and more complex or severe cases are referred to more intensive treatment. 
The program has managed to conserve resources by building upon existing infrastructure and 
forging community partnerships. Another initiative, Project CLIMB in Colorado, incorporates 
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mental and behavioral health clinicians within the pediatric primary care setting.177  Pediatricians 
are trained identify mothers at-risk for postpartum depression and work with mental health 
clinicians to provide on-site intervention or make referrals to specialty care. 
Current State Practices and Policy Directions 
Medicaid for Pregnant Women includes screening as well as any outpatient mental health 
services that are referred by their provider, but coverage expires 42 days after pregnancy ends. 
CHIP Perinatal benefits, on the other hand, are covered for a full year from the start of 
pregnancy, and covers screening but not treatment for mental health disorders. For women who 
are suffering from or at risk of developing depression, continuity of care is vital for at least a full 
year after giving birth, since elevated depressive symptoms persist much longer than the 
immediate postpartum period.178  In Texas, HB 3115 and its companion, SB 1698, filed during 
the 84th legislative session, would have mandated screening and treatment of postpartum 
depression under CHIP Perinatal while extending Medicaid and CHIP Perinatal coverage to year 
after giving birth, but neither bill made it out of committee despite strong support from advocacy 
groups like the Texas Medical Association, Texans Care for Children, and the National Alliance 
on Mental Illness.179 Since the Maternal Morbidity and Mortality Task Force findings identified 
depression as a common contributor to maternal morbidity and mortality, legislation surrounding 
maternal depression has gained more traction during the 85th Legislative Session, with the 
introduction of two bills relating to the coverage of maternal mental health services. HB 2135 
reintroduced HB 3115/SB 1698, once again calling for the expansion of CHIP Perinatal benefits 
to include maternal mental health services and prolonging coverage to one year after giving 
birth.180 HB 2466 would require maternal depression screenings to be covered under the infant’s 
health plan, so that providers can administer screenings during well-child visits.181  
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Based on model state and community practices, Texas should consider: 1) investing more 
resources into training primary care providers on screening, treatment, and referral networks for 
mental health disorders; 2) extending coverage for pregnant women to one year postpartum and 
expand benefits to include comprehensive mental health benefits; 3) integrating mental and 
behavioral health services with the primary care model by promoting co-locating or collaboration 
of mental health and primary care providers; 4) diversifying covered treatment options including 
peer-based counseling, support groups, telebehavioral therapy services, and incorporating mental 
health professionals into home visiting programs; and 5) developing incentives for provider 
education, universal screening practices, and effective coordination between primary care and 
mental health professionals. While promoting public awareness and screening should be on the 
policy agenda, Texas lawmakers should keep in mind that screening must be paired with 
treatment to improve health outcomes. Maternal outcomes affected by depression and substance 
abuse will not see progress unless the state reconsiders the state of mental health care as a whole 
in Texas--how services are delivered, covered, and accessed by patients.  
Addressing Substance Use Disorders Using Evidence-Based Approaches  
Substance use disorders are not only limited to the abuse of illicit or prescription drugs, 
but also encompass varying degrees of tobacco and alcohol use, according to the Diagnostic and 
Statistical Manual of Mental Disorders, Fifth Edition (DSM-5).182  As discussed in Section One, 
substance use during pregnancy leads to deleterious immediate and long-term effects for the 
mother as well as the fetus. In particular, the growing prevalence of opioid abuse during 
pregnancy is a major public health concern, having increased five-fold from 2000 to 2012.183  
Policymakers have found it difficult to address maternal substance abuse at the national 
and state levels because it involves navigating a delicate balance between the public sphere of 
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legality and the private, confidential sphere of a patient’s health care. Three states (Tennessee, 
Alabama, and South Carolina) have statutes that deem maternal drug abuse during pregnancy a 
criminal act on the basis of child endangerment and chemical endangerment, and in 2012, Texas 
attempted to pass a bill that would make maternal illicit drug use a state felony.184,185 Eighteen 
states, including Texas, have laws that define maternal drug use as child abuse, with harsh 
punitive measures are harsh--women can be detained in treatment programs against their will, 
lose custody of their child, be prosecuted, fined or even jailed for substance use during 
pregnancy.186  
Criminalizing substance abuse during pregnancy damages trust and confidence between 
patients and care providers, which discourages women from disclosing important health 
information, seeking prenatal care, or following up on recommended treatment. Rather, there is 
strong scientific and clinical evidence that substance use disorders are medical conditions with 
physiological, neurological components; as such, they should be addressed not with legal 
consequences, but instead with evidence-based therapeutic interventions, just as any other 
medical condition should be treated.  
In order to prevent biased assessments and targeting of specific groups, ACOG 
recommends universal screening for substance use risk during the first prenatal visit. Since the 
recommended screening procedure is a short questionnaire, it cannot be effective unless patients 
are honest with their provider, guaranteed a confidential, non-judgmental environment, and not 
fearful of being reported. During the current (85th) Texas legislative session, Senator Perry (R-
Lubbock) filed a bill that would require health providers to conduct a verbal drug screening at 
the first prenatal visit with every patient, and refer them to treatment resources if screening 
results are positive. Since Texas allows for parental rights to be terminated on the basis of 
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substance use during pregnancy and women would fear their screening results could be used 
against them, this legislation would not be maximally effective in detecting substance use.  
Since substance use disorders during pregnancy must be addressed with particular 
urgency and cannot afford the long wait times associated with mental health services, 17 states 
have prioritized access for pregnant women to gain entry to general drug treatment programs.187 
Although access to general drug treatment programs is important, maternal drug abuse requires 
special considerations of infant and obstetric health, and addressing particular risk factors or 
barriers that pregnant women face (e.g. domestic violence, family trauma, lack of transportation, 
housing or childcare, etc.) can reduce barriers and incentivize treatment.188 As such, nineteen 
states have either funded or implemented drug treatment programs that are targeted to the 
maternal population.189 A particularly successful model is California’s Office of Perinatal 
Substance Abuse, which funds and oversees a statewide network of more than 288 drug 
treatment programs that are specifically targeted to pregnant women and parents. These 
programs provide individualized inpatient and outpatient treatment as well as an array of 
comprehensive social services (housing, food, legal, informational aid) and support groups to 
assist recovery. Data demonstrate that these programs have proven successful in keeping families 
together and minimizing the involvement of Child Protective Services and the foster care 
system.190 
Ohio has made in a public priority to understand the trends of maternal opiate addiction 
to better develop standardized prevention and intervention methods. In 2014, Ohio passed a bill 
that requires cases of neonatal abstinence syndrome (NAS), which occurs as a consequence of 
maternal opioid use during gestation, to be reported to the Ohio Department of Health, excluding 
any patient identifying information. In 2012, the state piloted the Maternal Opiate Medical 
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Support (MOMS) program to improve maternal and fetal health outcomes, implementing the 
maternal care home model to coordinate team-based care delivery for patients.191 In Texas, the 
same bill filed by Sen. Perry that would mandate universal drug screenings during the first 
prenatal care visit, also proposes making NAS a reportable condition while excluding patient 
identifying information from public health data. However, Texas has not adopted a 
comprehensive strategy for targeting maternal opioid abuse like Ohio has, and simply collecting 
data on NAS will not be an effective solution.  
The Texas Department of State Health Services (DSHS) funds and coordinates 19 
substance abuse treatment programs across the state that are specifically designed for pregnant 
and postpartum women, collectively the Pregnancy and Postpartum Intervention Programs (PPI), 
which is significantly fewer than California’s maternal substance abuse treatment network.192 
During the 2016-2017 biennium, DSHS appropriated $11.2 million of the state budget to fund 
services intended to reduce the infant risks and high costs associated with NAS. This includes $5 
million allocated towards creating new state-funded opioid treatment sites, $2.9 million towards 
existing PPI programs, and $500,000 allocated to expanding the Mommies Program, a highly 
successful integrated care approach to the treatment of maternal substance abuse and especially 
opioid abuse.193 
 The Mommies Program originated in San Antonio/Bexar County as a collaborative 
partnership between The Center for Health Care Services (the local mental health authority), 
University Health System (UHS), and DSHS.194 All pregnant women diagnosed with an SUD in 
Bexar County are eligible for the program, where licensed mental health providers work with 
mothers to create an individualized care plan that aligns with each patient’s needs, and monitor 
the patient’s progression throughout the recovery phase. Women have access to educational 
 58 
sessions on a variety of topics (e.g. family planning, childbirth, stress management, nutrition, and 
parenting), specialized programs such as trauma recovery for those with a history of physical and 
emotional abuse, as well as an on-site benefits coordinator that provides assistance with social 
services or health care benefits.195 While the comprehensive array of services that the Mommies 
Program offers is certainly exemplary, what lies at the core of its success is the shift in cultural 
perceptions of drug abuse that the program engenders, and their commitment to empowering 
patients towards long-term recovery and educating providers to create a non-judgmental 
healthcare environment.  
Texas can continue its commitment to reducing the incidence of substance abuse-related 
maternal mortality and morbidity by directing future policy discussions towards improving 
maternal health outcomes in addition to improving infant outcomes and preventing NAS, 
continuing to strengthen and expand maternal substance programs in the future, and surveying 
the outcomes and opinions of women who have participated in these programs to evaluate 
program effectiveness and patient satisfaction. 
Confronting Racism, Discrimination, and Unconscious Bias  
Five out of the 7 providers interviewed--two OB/GYNs, two nurses and one birth 
companion/care coordinator--cited stress due to discrimination or racism as playing a key role 
during the pregnancies and life course of Black women. The predominant sentiment was that, 
from the perspective of access and insurance status, Black women do not face more barriers to 
prenatal or postpartum care compared to women of other racial/ethnic groups, but that they do 
exhibit more distrust in the healthcare system, greater reluctance to engage with providers, and 
lower quality of care due to experiences of discrimination. Each of these points is described 
below:   
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1) Many of the providers gave examples of misconceptions that are common amongst health 
providers as well as the general populace. They also cited instances in which their patients had 
been the subject of unconscious bias or discriminatory attitudes:  
“There’s actually not a higher rate of smoking, drug use, or STDs in African 
Americans, so it’s not necessarily that African Americans do worse things from a 
health behavior perspective.”  
–OB/GYN, Federally Qualified Health Center   
 
“I definitely think that we providers do have these stereotypes or assumptions about 
Black mothers, such as “the loose woman”, that maybe she doesn’t deserve the 
same kind of care...that they’re ignorant, so the explanations given might be 
different... “the welfare queen”, they assume you have a lot of kids, or that you’re 
unmarried, or that the pregnancy was unplanned. Basically all the negative 
behaviors are always assumed to be more common in Black women. This is what 
that my [nursing] students and the Black women in my childbirth classes have told 
me, from their own experiences.”   
–Professor of Clinical Nursing, UT Austin 
 
 “I have patients come in who say, ‘I had horrible pain and went to the emergency 
room, but they wouldn’t give me pain medicine and I think it’s because I’m Black, 
because they think I’m a drug addict.’ I hear that a lot. And it’s supported in the 
literature that African Americans get much less medication to control their pain.” 
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 –OB/GYN, Federally Qualified Health Center 
 
2) Discriminatory systems and attitudes, as well as a lack of patient-provider rapport, can 
negatively affect whether patients present for care, the quality of care received, or the nature of 
the patient-provider interaction.  
“...interactions with White patients are more patient-dominated whereas with 
Black women [the conversations] are more provider-dominated.” 
–Professor of Clinical Nursing, UT Austin 
 
“Across the board, it’s been shown that African Americans have less trust in the 
health care system compared to other races. There is more of a hesitancy to 
engage with the system when [high-risk] symptoms present...If these women feel 
that they’re not going to be taken care of, or that the system is out to get them, 
they’re not going to show up for prenatal care or postpartum care or anything in 
between.” –OB/GYN, Federally Qualified Health Center 
 
“... I also think there’s this concept of structural violence or structural 
violence...our medical and social service structures aren’t geared towards African 
Americans. And if no one is thinking about redesigning the healthcare system 
through the lens of an African American person’s experience with the system, 
that’s all it takes to make the system unresponsive to the needs of that population.” 
–OB/GYN, Federally Qualified Health Center 
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“Particularly when we’re looking at marginalized patient populations, it’s harder 
to build trust between [a patient and a provider] that come from very disparate 
backgrounds. If I can’t do anything to bridge that divide, if I can’t make [my 
patient] feel at home, she is going to have worse health outcomes.” 
–OB/GYN, Nonprofit community clinic  
 
“It could be that C-section rates are a reflection of bias or racism...or that Black 
women have higher C-section rates because providers know that Black infants also 
have a higher risk of morbidity and mortality, and if they’re afraid of that, they’re 
more likely to intervene.”  
–OB/GYN, private women’s health clinic   
 
3) The social contributors of stress are compounded on a daily basis for Black mothers due to 
racism, discrimination, and the historical burdens faced by the Black community. However, the 
pathways leading from stress to adverse maternal health outcomes are poorly researched and 
inconclusive:  
“The pathways to birth outcomes and how they affect mothers is really complex, but 
one that is being explored is the effect of discrimination and racism. But it’s hard to 
look at this from a broad demographic sense because different women react 
differently [to these experiences]” 
 –Maternal and infant health nurse  
 
“Another risk that is less tangible than preexisting medical conditions, but still very 
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real, is psychosocial stress. We definitely know that the stressors of life affect a 
pregnancy, but they’re a little bit harder to quantify. For instance, women who are 
African American have greater risk of hypertensive disorders during pregnancy, but 
the hard thing to know is whether that’s a biological effect...or does it boil down to 
social factors? There’s more research being done on epigenetic imprinting, in that 
the stress that the mother experiences can affect the genetic expression of her 
offspring, which could affect [maternal health] down the line.”   
–OB/GYN, Nonprofit community clinic 
 
“It became very clear, as I was looking into the literature, that [racial disparities in 
infant and maternal mortality rates] are not related to education level, 
socioeconomic level, or access to care...It seems that it’s the environment that the 
women live in--the stress of being a Black woman living in a white-privileged world--
that leads to these disparities.”  –Professor of Clinical Nursing, UT Austin 
 
“There have been studies that look at stress hormones like cortisol, and they’ve been 
pretty much inconclusive. Of course the experience of stress or how you perceive it 
will impact your stress hormones, but I don’t think there’s a clear pathway yet that 
has been identified as to how that leads to morbidity in women. We do know that 
[Black women] have higher rates of hypertension and preeclampsia, and there’s 
probably a stress component involved in that...and stress is probably involved in 
obesity too...but I think that’s part of the problem, is that we haven’t ferreted it all out 
very well.”  –Maternal and infant health nurse 
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“What’s causing the negative maternal and infant outcomes [in Black women] is 
connected to toxic stress, weathering, the allostatic load…and experiences in 
institutional racism. It’s not the prenatal care, because Latina immigrants come to 
the country and get no prenatal care but have healthy babies…60% of Black women 
in Travis county who have access to prenatal care are still having bad outcomes.”  
–Prenatal care and programs coordinator, Mama Sana Vibrant Woman  
 
4) In terms of developing approaches to address implicit bias and discrimination, providers 
agreed that state-level policies would be difficult to implement and enforce, or would not be 
effective in improving the quality of care. Instead, they suggested that change must initiate from 
provider awareness, institutional commitment to diversity and anti-discriminatory practices, and 
sweeping changes to address systems of injustice as a whole:   
“You can have guidelines and protocols [for providers]….but institutions themselves 
must decide to have a culture of inclusiveness....I try during every visit, with every 
single patient, just to make them feel loved. I usually give them my card, give them my 
cell phone number, emphasize during every visit that I am there for them, just don’t be 
alone--that’s the main thing I do to try and prevent bad outcomes.”   
–OB/GYN, Federally Qualified Health Center 
 
 One nurse practitioner, who is a faculty member at the University of Texas at Austin, 
emphasized restructuring the healthcare pedagogy to accommodate the multiple perspectives and 
narratives of race, and to help healthcare professionals be more aware of their own implicit          
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biases:  
“I always like to tell my students that we are all racist until proven otherwise. A lot 
of my graduate students benefitted from hearing Black patients talk about the racism 
they’ve personally experienced. I feel like nursing school is a place to address 
racism, to raise consciousness about it...so that when they leave this institution they 
are much more conscious of their own behaviors and how it impacts others.”  
Others called the attention of a need for diversity and cultural understanding between health 
providers and patients: 
“There are certain solutions that are very hard to do, but absolutely critical-- for 
instance, to have a more racially, ethnically, gender identity- diverse population of 
physicians. But it can’t just be that I take care of all people who look like me; that 
isn’t feasible, nor is it really desirable. For those of us who can’t look like or be 
something we are not for our patients, we need to be conscious of how to narrow 
that divide, to connect with our patients.”   –OB/GYN, Nonprofit community clinic 
  
 Mama Sana/Vibrant Woman, an organization in Austin that offers holistic support to 
women of color during pregnancy, childbirth and the postpartum, gives women the option of 
having a birth companion accompanying her during labor and delivery, usually a trained doula 
who has already established a relationship of trust with the woman during her pregnancy. The 
birth companion model helps navigate the distinct pressures and complexities experienced by 
Black women in the healthcare system, and serves as an effective protective measure against 
discrimination:  
“We’re all women of color, the people we’re supporting don’t always speak the 
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language, and most of us are on Medicaid--the system is not used to having folks like 
us be self-determined. We see the way that the folks we take care of are policed in a 
certain way…[e.g. some patients are drug tested and/or referred to CPS because of 
prior history]… so these are things we’re watching for, that we’re prepared to talk 
about. [...]Really the only thing that I’ve seen that does protect women [from stress 
and bad outcomes due to racism and discrimination] is social support and peer 
support.” 
MSVW’s maternal justice model also addresses toxic stress in Black mothers by offering them a 
diverse array of opportunities to engage with other women as well as with their own mental and 
emotional health:  
“We saw really great results with yoga, the birthing workshops, and prenatal dance. 
We were able to help people manage their high blood pressure with the yoga, stress 
reduction and relaxation [techniques]. During the prenatal groups, we cook and eat 
together…I also coordinate spa days three times of year. One of the women who was 
with us [during her pregnancy] is a masseuse, and the women love that.”  
 
Based on the above provider perspectives and patient experiences, the following are key 
practices to acknowledging racial discrimination as an integral force in a Black patient’s reality, 
improving the quality of care and patient-provider relationships, and renovating healthcare 
delivery to accommodate the needs of Black women:  
1) Promote avenues of social support, such as group prenatal care, community birthing 
workshops, or interconception focus groups, so that women of color can protect one 
another from systems of oppression, share negative and positive experiences, and self-
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advocate.  
2) Enhance patient engagement by strengthening alternative models of care in the Black 
community, such as midwifery, home visiting, and doula birth companions who can serve 
as intermediaries and advocates in the traditional hospital setting. 
3) Strengthen health education curricula to address implicit racial bias, cultural sensitivity, 
and how racial inequity health and wellness within the Black community.  
4) Encourage racial, ethnic and socioeconomic diversity within healthcare-related 
professions (including physicians, nurses, midwives, doulas, community health workers, 
social workers, etc.).  
Promoting Patient Engagement in Health Care Decision-Making  
Informed consent is a fundamental right of all patients, so that they can properly evaluate 
the risk of various procedures and integrate clinical evidence with their own values, lifestyle and 
beliefs to make an informed health care decision. However, marginalized groups, including 
Black women, are less likely to feel engaged in their own health care, and thus are at higher risk 
for adverse outcomes, patient dissatisfaction, poor adherence to treatment, and lower follow-up 
rates.196 A lack of patient-physician partnership in which a patient can advocate for her own 
needs and concerns contributes to racial disparities in obstetric interventions like Cesarean 
section rates, induction of labor, type of anesthesia, and setting of delivery. As concluded in the 
Systematic Review (See Section Two), these disparities contribute to a heightened risk of 
morbidity and mortality for Black mothers.197  
Patients are less likely to participate in a shared decision-making process if they do not 
feel trust and rapport with their provider, if they or someone they know has had a negative 
experience (e.g., with discrimination) in the healthcare setting, or if they are not confident in 
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their health literacy.198 Thus, it should be a legislative priority to support innovative care delivery 
models that promote patient-centered care, which other states have already begun to implement.  
Home visiting designed for at-risk populations, including Black mothers, are one 
example of an evidence-based service delivery model that can improve health literacy, patient 
decision-making, and subsequently maternal outcomes.199 As mentioned previously, states can 
receive federal grants to support home visiting programs for at-risk pregnant women and 
children, under the ACA-created MIECHV program. The Texas Home Visiting Program was 
established in 2013 by the 83rd legislature, and in 2014, it received $17.1 million in federal 
grants to support 4 home visiting programs, 3 of which are targeted towards eligible pregnant 
women.200 As of 2015, 43 counties are served by these programs, but challenges remain in 
expanding the provider network and the quality/types of services offered, recruiting and retaining 
high-risk patients and improving public perception and awareness of the benefits of home 
visiting.201 Moreover, program goals are focused on healthy infant and child development, and 
while that is a priority, the importance of maternal health is overlooked.202  
Based on the evidence already highlighted in the systematic review and by the DSHS’ 
Maternal Morbidity and Mortality Task Force, the state should pilot a home visiting program 
with the primary goals of: (1) assisting women in recognizing complications during pregnancy, 
(2) educating women on how chronic conditions and health behaviors can negatively impact the 
pregnancy if unmanaged, (3) sharing information on the risks and indications for common 
obstetric procedures like C-section, episiotomy, and labor induction, (4) initiating discussions 
about pregnancy intention and postpartum contraceptive methods, (5) assisting the patient in 
making informed decisions on their mode and site of delivery, and (6) postpartum care, including 
pain management and screening/management for depression, other mental health and substance 
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abuse disorders.  
In 2013, California received a State Innovation Model (SIM) design grant from the 
Center for Medicaid and Medicare Innovation (CMMI), designating maternity care one of its 
four primary focus areas. The California Maternal Quality Care Collaborative identified, through 
analyzing the state’s maternal outcome metrics, that medically unnecessary C-sections and other 
obstetric interventions are key contributors to the racial disparities in maternal morbidity and 
mortality in the state.203 Since then, programs have been implemented to reduce medically 
unnecessary obstetric procedures using four key strategies: (1) public education campaigns to 
improve health literacy, (2) programs and training that promote collaborative decision-making 
between patient and provider, (3) enhanced prenatal care through innovative models to increase 
patient engagement and improve outcomes; and (4) mobile technology and self-tracking tools 
that offer patients individualized health information.204  
Texas also received a $2.9 million SIM grant to develop a state healthcare innovation 
plan, and the results of this research emphasized the effectiveness of patient-centered medical 
homes as a new model of care. Fragmented and poorly coordinated care is a common experience 
that adds to the burden that patients face in navigating the system, and the medical home model--
particularly the maternity medical home--could be a potential solution for women with high-risk 
pregnancies. The maternity medical home involves a coordinated maternal health care team 
(including nurses, social workers, midwives, obstetricians, gynecologists, family physicians or 
other primary care providers, and physicians assistants) in a single location, that is wholly 
accountable for a woman’s physical and mental health throughout her pregnancy, providing 
comprehensive prenatal and postpartum care as well as social services or support.205 It is a 
promising model because it targets not only the clinical aspect of the peripartum, but also the 
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psychological, behavioral, and social factors that can affect pregnancy and birth.  
Currently, the state has not widely implemented the maternity medical home model, but it 
is developing these programs through Medicaid managed care organizations, Texas 
Collaborative for Health Mothers and Babies, and the 13 participants of the federal Strong Start 
for Mothers and Newborns initiative.206  In 2013, the 83rd legislature directed HHSC to develop 
a pilot program in Harris County to evaluate the effectiveness of maternity medical homes; data 
collection for the pilot has not concluded at the time that this thesis was written, but the final 
report will be published by HHSC in Sept. 2017.207 If the results of the pilot study indicate a 
significant improvement in maternal outcomes, such as reduction in C-section and preterm labor 
rates, the state will need to navigate a multitude of barriers in order to successfully implement 
the medical home model for pregnant women statewide. Firstly, expanding access to the medical 
maternity home model involves considering how high-risk populations such as Black women 
will benefit from them. Secondly, best practices for the medical home should strike a balance 
between being standardized to some degree across health providers (to avoid compromising the 
integrity and effectiveness of the original model) while also being responsive to the particular 
needs of diverse communities across the state. Thirdly, practices will face considerable logistical 
and financial challenges in transitioning to a medical home model, such as recruiting providers 
and developing efficient methods to share and manage patient information.208 Because of these 
barriers, providers themselves must be made aware of the benefits for themselves and their 
patients before they are inclined to participate. 
While overcoming these barriers seems daunting, the maternal medical home model is 
not intended to be an immediate policy fix, but rather a complete overhaul of our current 
healthcare delivery landscape, a long-term project with sustainable improvements on how 
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pregnant women receive care in Texas. A few other states have implemented the medical home 
model to varying degrees. In North Carolina, for instance, the medical home model has been 
successfully implemented by nearly all providers that care for the pregnant population, with 
financial incentives for both patients and providers that participate in the program. Wisconsin, on 
the other hand, relies on Medicaid HMOs to coordinate the medical home approach and only 
provides these services to populations identified as high-risk for adverse maternal outcomes in 
the state: adolescents, the homeless, and women with prior negative pregnancy outcomes.209 As 
these states have done, Texas must customize the medical home model by taking into 
consideration the state’s unique demographic needs and existing healthcare infrastructure.  
Improving Social Support During Pregnancy 
Seeking prenatal or postpartum care through the conventional health care system can be 
intimidating, and especially for women who have lower levels of social support, pregnancy can 
be an extremely isolating experience. Moreover, lower levels of social and intimate partner 
support are more common in Black communities, compared to White and Latino communities, 
as noted by two of the providers interviewed:  
“Looking at broad demographics, a lower proportion of African American women 
are partnered or living with a partner at the time of birth [compared to other 
races/ethnicities]”.  –Maternal and infant health nurse 
As a result, there is less partner engagement over the course of pregnancy, according to a 
clinical nursing faculty member at UT Austin:  
“As a nurse, I used to offer childbirth classes, and one thing that I noticed was that I 
hardly ever had any Black couples...sometimes a Black mom and a White dad, or vice 
versa. And these disparities have hardly changed over the years.”  
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Prenatal support groups offer a solution to this, creating a safe space where women can 
voice their experiences, concerns and emotions with other women who are in similar 
circumstances or come from similar backgrounds: 
“What is knowledge? The medical and scientific community can give you knowledge. 
But what a woman experiencing [pregnancy] considers knowledge is what it was like 
for other women: ‘What was it like for you?’ ‘How did it turn out?’”   
–Maternal infant and health nurse 
The same nurse practitioner also noted that support groups are especially beneficial for 
women of color because they help navigate “the cultural milieu in which women are giving 
birth...especially if they’re from any group that has some vulnerabilities that they bring 
with them”.	Moreover, these networks established during prenatal groups can continue well 
after pregnancy:  	
“What we like is for people to develop relationships so they can be interdependent 
and start to build their support networks in the community. They’re friends, they help 
each other with their babies, especially in the postpartum when... your body is really 
vulnerable. The majority of people who come through the clinic still participate in 
some kind of way.” –Prenatal care and programs coordinator at MSVW 
Another similarly innovative model of care delivery is the group prenatal care model (e.g. 
Centering Pregnancy), in which groups of 8-12 pregnant women near the same gestational stage 
meet with coordinated health providers (nurses, midwives, OB/GYNs) to receive regular prenatal 
checkups and information relating to pregnancy, birth, and the postpartum, participate in 
facilitated discussions to share experiences and knowledge with one another, and build a support 
network in which women empower one another while developing rapport with the health care 
 72 
team.210  Although there is no evidence to date that directly links group prenatal care with lower 
maternal mortality and morbidity rates compared with individual prenatal care, many studies 
have demonstrated that women who participated in the group model report greater satisfaction 
and knowledge about their pregnancy.211 The CenteringPregnancy Model is met with relatively 
more resistance in the physician community because it veers away from the conventional one-
on-one model of care, and due to concerns about patient privacy and a diminished physician role 
in care. Thus, growing awareness amongst physicians of the benefits that the Centering approach 
offers to patient is key to its successful widespread implementation.  
The federal Strong Start Initiative, created by the Centers for Medicaid and Medicare 
Services, is currently evaluating the effectiveness of the group prenatal care model in a variety of 
healthcare settings across the United States, by providing grants to state programs and 
institutions to implement the approach.  In 2014, Ohio rolled out a list of initiatives to reduce the 
state’s high rate of infant mortality, and piloting the CenteringPregnancy model in high-risk 
communities was one such initiative. Four Ohio health centers received a $900,000 state grant, 
and the program will be expanded if it effectively reduces rates of infant mortality in these 
communities.212 Similarly, the Tennessee State Department of Health conducted a study 
evaluating the effect of group prenatal care on various maternal and infant outcomes, collecting 
data from five different sites across the state that offer the CenteringPregnancy model of care. 
They found that use of group prenatal care was correlated to reduced preterm birth in Black 
women, lower rates of Cesarean births, and increased postpartum follow-up.213  
By conducting a similar pilot program, Texas could determine whether Centering 
Pregnancy should be widely implemented to effectively reduce racial disparities in adverse 
maternal outcomes. Because of the state’s high rates of maternal mortality and severe morbidity,  
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Texas is uniquely situated to evaluate whether CenteringPregnancy is as effective in improving 
maternal outcomes as it has been in improving infant outcomes. In order for the program to 
benefit those at highest risk for adverse maternal outcomes, Texas legislators should allocate 
funds towards the development of a pilot prenatal group care program, with specific recruitment 
strategies that appeal to the uninsured, Black women, and teens. Although reimbursement for 
“group clinical visits” under Texas Medicaid policy was expanded in 2012 to include group 
prenatal visits under the CenteringPregnancy model, there is limited provider and patient 
awareness of this option, and it is largely absent from state policy recommendations to improve 
prenatal care.214 Rather than simply updating Medicaid reimbursement codes, a pilot study that 
ensures implementation of the CenteringPregnancy model amongst a sample group would be a 
better gateway to strategizing statewide implementation.  
Promoting Preconception and Interconception Health 
 As mentioned previously, the Maternal Morbidity and Mortality Task Force found that 
the three most common causes of maternal death in Texas from 2011 to 2012 were cardiac 
events, drug overdose (the majority involving prescription opioids), and hypertensive disorders 
including preeclampsia/eclampsia, respectively. This implies that a substantial proportion of all 
maternal deaths in Texas could be prevented, given proper health promotion and disease 
management measures. While the previous section emphasizes the importance of identifying and 
managing mental health and substance use disorders during pregnancy and the postpartum, 
ideally these conditions should be identified and treated as soon as they manifest, which may be 
during the preconception (before pregnancy) or interconception (in between pregnancies) period. 
Likewise, inadequate prevention or recognition of emerging chronic illnesses throughout a 
woman’s life course can have grave implications for her future pregnancy outcomes, since the 
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physiological changes that occur during gestation place considerable stress on the body’s organ 
systems, often aggravating pre-existing conditions such as diabetes, hypertension, and poor 
cardiovascular health.  
 Emphasis on chronic disease counseling during preconception and interconception health 
could be an effective strategy to address racial disparities in maternal outcomes, given that Black 
women have a higher prevalence of hypertension and obesity as discussed in Section One. As 
chronic disease becomes an increasing reality in the pregnancies of Texas women, the state 
should fund promising methods of increasing preconception and interconception health. Several 
model strategies are highlighted below.  
Effective messaging. Several states use targeted outreach strategies to reach African-
American communities about the importance of preconception and interconception health, for 
example: Arizona’s Live It Change It program and California’s Be Well Women are both 
informational campaigns that target their messaging to a primarily Black audience. Ohio has a 
case management program that offers preconception counseling designed specifically for 
African-American women in urban, low-income neighborhoods, and California’s Family Health 
Council requires that preconception health is integrated into family planning visits at Title X 
clinics across the state.215  
Addressing financing barriers. In 2009, Colorado published guidelines for women’s 
health providers to cover 12 essential educational components for all women of reproductive age. 
A significant barrier in its implementation, however, is the lack of provider reimbursement 
methods for preconception care services, since payment structures are not designed to 
accommodate preventive health measures. In Delaware, the Healthy Women, Healthy Babies 
program addresses this issue by reimbursing providers for services that aren’t typically covered 
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by Medicaid, including preconception care, mental health and nutrition, in regions identified as 
high-risk for poor maternal and infant outcomes.216 
State workgroups. California’s Preconception Health Council serves as a statewide 
planning forum for programs and initiatives related to preconception health, and communicates 
to the legislature on best practices and how to integrate preconception and interconception care 
into state health benefits and existing payment structures.217 In 2012, 7 states including Texas 
participated in a peer-to-peer learning project to share and brainstorm policies, programs and 
infrastructures necessary for preconception and interconception health.218 Despite the 
recommendations that were developed as a result of this collaboration, however, Texas has not 
seen any state-level initiatives responding to these issues.  
When developing strategies to promote preconception and interconception health, 
especially marketing towards specific demographics, it is important to be mindful of culturally 
sensitive, effective routes of messaging that avoid perpetuating harmful stereotypes or generalize 
the diverse issues that specific groups face. To optimize outreach and care strategies, Oklahoma 
convened a Preconception and Interconception Care and Education Workgroup between 2009 
and 2010, inviting women to share in support groups their experiences with preconception and 
interconception care and education.  
 Multi-level partnerships. Efforts to expand access to preconception and interconception 
care require extensive multidisciplinary collaboration, engaging the efforts of health 
professionals and social services workers, researchers and academics, and state health agencies 
alike. Wisconsin’s Lifecourse Initiative for Healthy Families, developed to address the racial 
disparity in infant mortality rates through improving the health of African-American women, is a 
prime example of a successful multilevel partnership. By developing community-specific action 
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plans that engage local leaders and residents, LIHF is able to address the broader social, 
economic and environmental inequities that influence preconception and interconception health 
for Black women.219  
Innovative care delivery models. The models of care that have demonstrated promise in 
promoting utilization of prenatal and postpartum care, social support, and patient engagement as 
highlighted in previous sections can similarly serve as effective routes for health promotion and 
chronic disease prevention during the preconception and interconception periods. One best 
practice involves integrating reproductive health care, primary health care, and social support 
services within the maternity medical home or coordinated care models. Another would be 
targeting health promotion to women who are at-risk for chronic diseases through community-















This thesis has explored in depth how certain medical, environmental and social risk 
factors—biologically independent of race, but with a higher prevalence in Black communities—
converge to negatively affect maternal health during pregnancy and beyond. My systematic 
literature review has demonstrated that Black race uniquely modifies the pathways between these 
risk factors and adverse maternal outcomes: Black women are more likely to undergo riskier 
obstetric procedures, deliver at hospitals with poorer performance indicators, and suffer 
complications or death from a medical comorbidity, even after adjusting for all other patient 
characteristics. Despite strong evidence for these conclusions, the systematic review alone does 
not provide an explanation for why these racial disparities exist. In this regard, qualitative 
interviews with Austin-area providers offered valuable insights into less immediately 
quantifiable components of the patient experience that population-based quantitative data 
analyses leave unaddressed. The multitude of experiences and narratives these 7 providers 
recounted on behalf of their patients converged on one central theme--that the physical and 
mental health of Black women, the quality of care they receive, and their perception of health 
and social services structures, are all directly affected by racism and discrimination. Negative 
experiences or perceptions of the health care system discourage Black women from engaging 
fully in their health care decisions, and harmful assumptions or a lack of cultural understanding 
can further strain the patient-provider relationship, contributing to racial disparities in the 
obstetric setting as highlighted in the literature review. Beyond the obstetric setting, the effects of 
racism and discrimination are felt in the lingering effects of historical legacies that resulted in 
hyper-segregated neighborhoods and economic, educational, and social injustice, as well as in 
the form of toxic stress due to interpersonal or community-based violence and discrimination. 
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All of these have profound implications for a woman’s health throughout her life course.  
Notably, the systematic review revealed that there are very few quantitative studies 
exploring the relationships between social determinants of health--including racism, unintended 
pregnancy, and social support-- and adverse maternal outcomes. On the other hand, all of the 
providers interviewed acknowledged these social factors as key contributors to maternal health 
and the overall care experience. Taken together, the quantitative and qualitative data presented 
this thesis yield a more holistic view of the Black woman’s experience of maternal health care, 
by integrating population-based trends with individual narratives. While qualitative trends are 
not intended to survive the rigor of statistical analyses, they reveal the complex ways in which 
race shapes the trajectory of maternal health, and emphasize the importance of developing 
solutions to improve patient experiences rather than focusing on improving outcome metrics 
alone.  
As such, while many of the policy recommendations discussed in this thesis are targeted 
towards specific health measures, such as improving mental health and reducing unintended 
pregnancy, the most promising solutions are those that incorporate these initiatives into a broader 
renovation and expansion of maternal health care, and those that rethink health care and social 
services structures with the unique needs and vulnerabilities of Black women in mind. Moving 
forward, future policy to reduce maternal morbidity and mortality in Texas and eliminate 
existing disparities should incorporate six key elements.  
 1) Support community-based partnerships that address social, economic, educational and 
environmental injustices within the Black community with respect to maternal health;  
2) Invest in evidence-based care delivery models that promote social support and patient 
engagement, such as home visiting programs, peer support groups, and group prenatal and 
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postpartum care;  
3) Diversify the health care workforce by integrating nurses, midwives, social workers, 
community health workers, and peer counselors/advocates into statewide frameworks for health 
care throughout the reproductive life course, to enhance the quality and range of services offered;  
 4) Prioritize delivery of preventive services (e.g. family planning, chronic disease 
management, and mental health services) through these expanded care delivery models;  
5) Reduce fragmented care by coordinating networks of health professionals (especially 
primary care, reproductive health and mental health providers) so that women have easy access 
to a wide range of services through their medical home;  
6) Facilitate provider awareness of the unique burdens that Black women face, and equip 
them with the resources to advocate for their patients and raise standards of care.  
Although these recommendations are intended to improve maternal outcomes and the 
health care experience in Black communities specifically, all women will benefit from systemic 
changes that diversify maternal care options and incentivize quality-based and patient-centered 
care delivery.  State legislation serves the direct purpose of reducing barriers to care or 
reinforcing clinical and public health guidelines, but it also has a less direct--but equally as 
valuable--responsibility: to foster statewide discussions and partnerships, which guide us 
collectively towards a higher standard of maternal care for all women. There remain many gaps 
in our knowledge of the inequalities surrounding maternal health, but one thing is certain: 
maternal justice is not a “single-issue struggle”, but rather rooted in all other injustices with 
which Black mothers are confronted. Thus, truly effective change demands that collaboration 
extends beyond the medical and public health communities, to engage all individuals who are 
devoted to facilitating safe pregnancies for all women.  
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APPENDIX A: Interview Guide   
 
Demographics and health outcomes:  
 
1) Can you tell me a little bit about the patient population you provide for?  
2) In your experience, what are the most significant risk factors for adverse maternal 
outcomes before, during, or after delivery? 
3) Follow-up question (if provider doesn’t mention): In your own clinical practice, what are 
some of the health outcomes that disproportionately affect Black women during 
pregnancy, birth, or after birth? 
4) Follow-up question (if provider doesn’t mention): Are women of certain groups or 
demographics more likely to undergo Cesarean section than others? If so, why is this the 
case?  
5) How do you identify your patients as “at-risk” for adverse maternal outcomes?  
Determinants of health outcomes:  
1) What social circumstances, physical environment and health behaviors specifically affect 
Black mothers that you have provided for?   
2) Have any of your patients told you about an experience (perhaps with another provider or 
health care system) in which they felt they were the subject of discriminatory attitudes or 
actions?  
3) Follow-up question (if provider doesn’t mention): Do you believe that such attitudes are 
prevalent in healthcare settings?  
4) Have you seen problems of access emerge within your patient population, and how do 
these affect maternal outcomes?  
5) Are there any common educational or preventive resources that you make sure your 
patients of lower means are aware of?  
Standardized approaches vs. best practices:  
6) Are there standardized approaches for providers to educate their patients about high-risk 
pregnancies, and do these vary at different levels (ACOG, hospital, local/state, federal)?   
7) What do you believe are some best practices in prenatal, perinatal and postpartum care to 
reduce adverse maternal outcomes, especially in Black women?  
8) Do you think providers and communities have the resources to adequately address racial 
disparities in maternal outcomes? What other solutions would you suggest (e.g. at a 
policy level)? 
9) What intervention do you think would have the most impact on improving maternal 




                                                
1 Country comparison: Maternal mortality rates (2010). The World Factbook — Central Intelligence Agency. 
 
2 MacDorman, M. F., Declercq, E., Cabral, H., & Morton, C. (2016). Recent Increases in the U.S. Maternal 
Mortality Rate: Disentangling Trends From Measurement Issues. Obstetrics and Gynecology, 128(3), 
447–455. https://doi.org/10.1097/AOG.0000000000001556 
 
3 Pregnancy Mortality Surveillance System. The Centers for Disease Control and Prevention. Retrieved from: 
https://www.cdc.gov/reproductivehealth/maternalinfanthealth/pmss.html.  
 
4 Bryant, A.S., Worjoloh, A., Caughey, A.B., & Washington, A.E. (2010). Racial/Ethnic Disparities in Obstetrical 
Outcomes and Care: Prevalence and Determinants. American Journal of Obstetrics and Gynecology, 
202(4), 335–343. https://doi.org/10.1016/j.ajog.2009.10.864 
 
5 MacDorman et al, 2016.  
 
6 Obesity and African Americans. US Department of Health and Human Services, Office of Minority Health. 
Retrieved from: https://minorityhealth.hhs.gov/omh/browse.aspx?lvl=4&lvlid=25.  
 
7 Headen, I. E., Davis, E. M., Mujahid, M. S., & Abrams, B. (2012). Racial-Ethnic Differences in Pregnancy-
Related Weight. Advances in Nutrition, 3(1), 83–94. https://doi.org/10.3945/an.111.000984 
 
8 Leddy, M. A., Power, M. L., & Schulkin, J. (2008). The Impact of Maternal Obesity on Maternal and Fetal Health. 
Reviews in Obstetrics and Gynecology, 1(4), 170–178. 
 
9 Wilson, B. J., Watson, M. S., Prescott, G. J., Sunderland, S., Campbell, D. M., Hannaford, P., & Smith, W. C. S. 
(2003). Hypertensive diseases of pregnancy and risk of hypertension and stroke in later life: results from 
cohort study. BMJ (Clinical Research Ed.), 326(7394), 845. https://doi.org/10.1136/bmj.326.7394.845 
 
10 Campbell, K. H., Savitz, D., Werner, E. F., Pettker, C. M., Goffman, D., Chazotte, C., & Lipkind, H. S. (2013). 
Maternal Morbidity and Risk of Death at Delivery Hospitalization: Obstetrics & Gynecology, 122(3), 627–
633. https://doi.org/10.1097/AOG.0b013e3182a06f4e 
 
11 MacKay, A. P., Berg, C. J., & Atrash, H. K. (2001). Pregnancy-related mortality from preeclampsia and 
eclampsia. Obstetrics and Gynecology, 97(4), 533–538. 
 
12 Ghosh, G., Grewal, J., Männistö, T., Mendola, P., Chen, Z., Xie, Y., & Laughon, S. K. (2014). Racial/ethnic 
differences in pregnancy-related hypertensive disease in nulliparous women. Ethnicity & Disease, 24(3), 
283–289. 
 
13 DeSisto, C. L., Kim, S. Y., & Sharma, A. J. (2014). Prevalence estimates of gestational diabetes mellitus in the 
United States, Pregnancy Risk Assessment Monitoring System (PRAMS), 2007-2010. Preventing Chronic 
Disease, 11, E104. https://doi.org/10.5888/pcd11.130415 
 
14 Hedderson, M., Ehrlich, S., Sridhar, S., Darbinian, J., Moore, S., & Ferrara, A. (2012). Racial/ethnic disparities 
in the prevalence of gestational diabetes mellitus by BMI. Diabetes Care, 35(7), 1492–1498. 
https://doi.org/10.2337/dc11-2267 
 
15 Peng, T. Y., Ehrlich, S. F., Crites, Y., Kitzmiller, J. L., Kuzniewicz, M. W., Hedderson, M. M., & Ferrara, A. 
(2017). Trends and racial and ethnic disparities in the prevalence of pregestational type 1 and type 2 




                                                                                                                                                       
16 Kim, C. (2010). Gestational diabetes: risks, management, and treatment options. International Journal of 
Women’s Health, 2, 339–351. https://doi.org/10.2147/IJWH.S13333 
 
17 Xiang, A. H., Li, B. H., Black, M. H., Sacks, D. A., Buchanan, T. A., Jacobsen, S. J., & Lawrence, J. M. (2011). 
Racial and ethnic disparities in diabetes risk after gestational diabetes mellitus. Diabetologia, 54(12), 
3016–3021. https://doi.org/10.1007/s00125-011-2330-2 
 
18 Almario, C. V., Ecker, T., Moroz, L. A., Bucovetsky, L., Berghella, V., & Baxter, J. K. (2008). Obstetricians 
seldom provide postpartum diabetes screening for women with gestational diabetes. American Journal of 
Obstetrics and Gynecology, 198(5), 528.e1-5. https://doi.org/10.1016/j.ajog.2007.11.001 
 
19 Blatt, A. J., Nakamoto, J. M., & Kaufman, H. W. (2011). Gaps in diabetes screening during pregnancy and 
postpartum. Obstetrics and Gynecology, 117(1), 61–68. https://doi.org/10.1097/AOG.0b013e3181fe424b 
 
20 Mathieu, I. P., Song, Y., & Jagasia, S. M. (2014). Disparities in postpartum follow-up in women with gestational 
diabetes mellitus. Clinical Diabetes: A Publication of the American Diabetes Association, 32(4), 178–182. 
https://doi.org/10.2337/diaclin.32.4.178 
 
21 Zhong, Q.-Y., Gelaye, B., Miller, M., Fricchione, G. L., Cai, T., Johnson, P. A., … Williams, M. A. (2016). 
Suicidal behavior-related hospitalizations among pregnant women in the USA, 2006–2012. Archives of 
Women’s Mental Health, 19(3), 463–472. https://doi.org/10.1007/s00737-015-0597-x 
 
22 Witt, W. P., Wisk, L. E., Cheng, E. R., Hampton, J. M., & Hagen, E. W. (2012). Preconception Mental Health 
Predicts Pregnancy Complications and Adverse Birth Outcomes: A National Population-Based Study. 
Maternal and Child Health Journal, 16(7), 1525–1541. https://doi.org/10.1007/s10995-011-0916-4 
 
23  Lancaster, C. A., Gold, K. J., Flynn, H. A., Yoo, H., Marcus, S. M., & Davis, M. M. (2010). Risk factors for 
depressive symptoms during pregnancy: a systematic review. American Journal of Obstetrics and 
Gynecology, 202(1), 5–14. https://doi.org/10.1016/j.ajog.2009.09.007 
 
24 Dailey, D. E., & Humphreys, J. C. (2011). Social stressors associated with antepartum depressive symptoms in 
low-income African American women. Public Health Nursing (Boston, Mass.), 28(3), 203–212. 
https://doi.org/10.1111/j.1525-1446.2010.00912.x 
 
25 Ertel, K. A., Rich-Edwards, J. W., & Koenen, K. C. (2011). Maternal depression in the United States: nationally 
representative rates and risks. Journal of Women’s Health (2002), 20(11), 1609–1617. 
https://doi.org/10.1089/jwh.2010.2657 
 
26 Wu, L.-T., Woody, G. E., Yang, C., & Blazer, D. G. (2010). Subtypes of nonmedical opioid users: results from 
the national epidemiologic survey on alcohol and related conditions. Drug and Alcohol Dependence, 
112(1–2), 69–80. https://doi.org/10.1016/j.drugalcdep.2010.05.013 
 
27 Patrick, S. W., Schumacher, R. E., Benneyworth, B. D., Krans, E. E., McAllister, J. M., & Davis, M. M. (2012). 
Neonatal abstinence syndrome and associated health care expenditures: United States, 2000-2009. 
JAMA, 307(18), 1934–1940. https://doi.org/10.1001/jama.2012.3951 
 
28 Whiteman, V. E., Salemi, J. L., Mogos, M. F., Cain, M. A., Aliyu, M. H., & Salihu, H. M. (2014). Maternal opioid 
drug use during pregnancy and its impact on perinatal morbidity, mortality, and the costs of medical care 
in the United States. Journal of Pregnancy, 2014, 906723. https://doi.org/10.1155/2014/906723 
 
29 Maeda, A., Bateman, B. T., Clancy, C. R., Creanga, A. A., & Leffert, L. R. (2014). Opioid abuse and 




                                                                                                                                                       
30 Salihu, H. M., Mogos, M. F., Salinas-Miranda, A. A., Salemi, J. L., & Whiteman, V. E. (2015). National trends in 
maternal use of opioid drugs among pregnancy-related hospitalizations in the United States, 1998 to 
2009. American Journal of Perinatology, 32(3), 289–298. https://doi.org/10.1055/s-0034-1384642 
 
31 Whiteman et al, 2014.  
 
32 Kaminsky, L. M., Ananth, C. V., Prasad, V., Nath, C. A., & Vintzileos, A. M. (2007). The Influence of Maternal 
Cigarette Smoking on Placental Pathology in Pregnancies Complicated by Abruption. American Journal 
of Obstetrics and Gynecology, 197(3), 275.e1-275.e5. https://doi.org/10.1016/j.ajog.2007.06.026 
 
33 Andres, R. L., & Day, M. C. (2000). Perinatal complications associated with maternal tobacco use. Seminars in 
Neonatology: SN, 5(3), 231–241. https://doi.org/10.1053/siny.2000.0025 
 
34 Aliyu, M. H., Lynch, O., Nana, P. N., Alio, A. P., Wilson, R. E., Marty, P. J., … Salihu, H. M. (2011). Alcohol 
consumption during pregnancy and risk of placental abruption and placenta previa. Maternal and Child 
Health Journal, 15(5), 670–676. https://doi.org/10.1007/s10995-010-0615-6 
 
35 Binge Drinking Before and During Pregnancy, Child Health USA 2014. The Maternal and Child Health Bureau, 
Health Resources and Services Administration. Retrieved from: https://mchb.hrsa.gov/chusa14/health-
status-behaviors/infants/binge-drinking-before-during-pregnancy.html. 
 
36 Tenkku, L. E., Morris, D. S., Salas, J., & Xaverius, P. K. (2009). Racial disparities in pregnancy-related drinking 
reduction. Maternal and Child Health Journal, 13(5), 604–613. https://doi.org/10.1007/s10995-008-0409-2 
 
37 Perreira, K. M., & Cortes, K. E. (2006). Race/Ethnicity and Nativity Differences in Alcohol and Tobacco Use 
During Pregnancy. American Journal of Public Health, 96(9), 1629–1636. 
https://doi.org/10.2105/AJPH.2004.056598 
 
38 Latendresse, G. (2009). The Interaction Between Chronic Stress and Pregnancy: Preterm Birth from A 
Biobehavioral Perspective. Journal of Midwifery & Women’s Health, 54(1), 8–17. 
https://doi.org/10.1016/j.jmwh.2008.08.001 
 
39 Nguyen, K. H., Subramanian, S. V., Sorensen, G., Tsang, K., & Wright, R. J. (2012). Influence of experiences 
of racial discrimination and ethnic identity on prenatal smoking among urban black and Hispanic women. 
Journal of Epidemiology and Community Health, 66(4), 315–321. 
https://doi.org/10.1136/jech.2009.107516 
 
40 Giurgescu, C., Kavanaugh, K., Norr, K. F., Dancy, B. L., Twigg, N., McFarlin, B. L., & White-Traut, R. C. (2013). 
Stressors, Resources, and Stress Responses in Pregnant African American Women. The Journal of 
Perinatal & Neonatal Nursing, 27(1), 81–96. https://doi.org/10.1097/JPN.0b013e31828363c3 
 
41 Geronimus, A. T. (1992). The weathering hypothesis and the health of African-American women and infants: 
evidence and speculations. Ethnicity & Disease, 2(3), 207–221. 
 
42 Entringer, S. (2013). Impact of stress and stress physiology during pregnancy on child metabolic function and 
obesity risk. Current Opinion in Clinical Nutrition and Metabolic Care, 16(3), 320–327. 
https://doi.org/10.1097/MCO.0b013e32835e8d80 
 
43 Entringer, S., Epel, E. S., Lin, J., Buss, C., Shahbaba, B., Blackburn, E. H., … Wadhwa, P. D. (2013). Maternal 
psychosocial stress during pregnancy is associated with newborn leukocyte telomere length. American 
Journal of Obstetrics and Gynecology, 208(2), 134.e1-134.e7. https://doi.org/10.1016/j.ajog.2012.11.033 
 
44 Bailey, B. A. (2010). Partner violence during pregnancy: prevalence, effects, screening, and management. 
International Journal of Women’s Health, 2, 183–197. 
 
 84 
                                                                                                                                                       
45 Alhusen, J. L., Ray, E., Sharps, P., & Bullock, L. (2015). Intimate Partner Violence During Pregnancy: Maternal 
and Neonatal Outcomes. Journal of Women’s Health, 24(1), 100–106. 
https://doi.org/10.1089/jwh.2014.4872 
 
46Silverman, J. G., Decker, M. R., Reed, E., & Raj, A. (2006). Intimate partner violence victimization prior to and 
during pregnancy among women residing in 26 U.S. states: associations with maternal and neonatal 
health. American Journal of Obstetrics and Gynecology, 195(1), 140–148. 
https://doi.org/10.1016/j.ajog.2005.12.052 
 
47  Final Recommendation Statement: Intimate Partner Violence and Abuse of Elderly and Vulnerable Adults: 




48 Texas PRAMS 2014 Data Book Summary. Office of Program Decision Support, Texas Department of State 
Health Services.  
 
49 PRAMS News: Confronting Intimate Partner Violence. Ohio Department of Health, 1(1), 1-7. Retrieved from: 
http://www.ncdsv.org/images/ODH_PRAMSNews_ConfrontIntimatePV_June2009.pdf 
 
50 Ta Park, V. M., Hayes, D. K., & Humphreys, J. (2014). Disparities in Intimate Partner Violence Prenatal 
Counseling: Setting a Baseline for the Implementation of the Guidelines for Women’s Preventive 
Services. Hawai’i Journal of Medicine & Public Health, 73(5), 137–143. 
 
51 Jones, F (2014). Why Black Women Struggle More With Domestic Violence. Time. 
http://time.com/3313343/ray-rice-black-women-domestic-violence/ 
 
52 Child Health USA 2013: Prenatal Care Utilization. United States Health Resources and Services Administration, 
Maternal & Child Health Bureau. http://mchb.hrsa.gov/chusa13/health-services-utilization/pdf/pcu.pdf 
 
53 Texas Department of State Health Services, Vital Statistics Annual Reports. Onset of Prenatal Care within the 
First Trimester. 2014. https://www.dshs.texas.gov/chs/vstat/vs14/t12.aspx 
 
54 Ibid.   
 
55 Mazul, M. C., Salm Ward, T. C., & Ngui, E. M. (2017). Anatomy of Good Prenatal Care: Perspectives of Low 
Income African-American Women on Barriers and Facilitators to Prenatal Care. Journal of Racial and 
Ethnic Health Disparities, 4(1), 79–86. https://doi.org/10.1007/s40615-015-0204-x 
 
56   Daniels, P., Noe, G. F., & Mayberry, R. (2006). Barriers to prenatal care among Black women of low 
socioeconomic status. American Journal of Health Behavior, 30(2), 188–198. 
https://doi.org/10.5555/ajhb.2006.30.2.188 
 
57 Belasco, J (2016). Behind from the start: Why some women aren't receiving early prenatal care. University of 




58 DiBari, J. N., Yu, S. M., Chao, S. M., & Lu, M. C. (2014). Use of Postpartum Care: Predictors and Barriers. 
Journal of Pregnancy, 2014, e530769. https://doi.org/10.1155/2014/530769 
 
59 Callaghan, W. M., Creanga, A. A., & Kuklina, E. V. (2012). Severe maternal morbidity among delivery and 




                                                                                                                                                       
60 DiBari, J. N., Yu, S. M., Chao, S. M., & Lu, M. C. (2014). Use of Postpartum Care: Predictors and Barriers. 
Journal of Pregnancy, 2014, e530769. https://doi.org/10.1155/2014/530769 
 
61 Levine, L. D., Nkonde-Price, C., Limaye, M., & Srinivas, S. K. (2016). Factors associated with postpartum 
follow-up and persistent hypertension among women with severe preeclampsia. Journal of Perinatology: 
Official Journal of the California Perinatal Association, 36(12), 1079–1082. 
https://doi.org/10.1038/jp.2016.137 
 
62 Mathieu, I. P., Song, Y., & Jagasia, S. M. (2014). Disparities in Postpartum Follow-Up in Women With 
Gestational Diabetes Mellitus. Clinical Diabetes : A Publication of the American Diabetes Association, 
32(4), 178–182. https://doi.org/10.2337/diaclin.32.4.178 
 
63 Thiel de Bocanegra, H., Braughton, M., Bradsberry, M., Howell, M., Logan, J., & Schwarz, E. B. (2017). Racial 
and ethnic disparities in postpartum care and contraception in California’s Medicaid program. American 
Journal of Obstetrics and Gynecology. https://doi.org/10.1016/j.ajog.2017.02.040 
 
64 DiBari, J. N., Yu, S. M., Chao, S. M., & Lu, M. C. (2014). Use of Postpartum Care: Predictors and Barriers. 
Journal of Pregnancy, 2014, e530769. https://doi.org/10.1155/2014/530769 
 
65 Walker, L. O., Murphey, C. L., & Nichols, F. (2015). The Broken Thread of Health Promotion and Disease 
Prevention for Women During the Postpartum Period. The Journal of Perinatal Education, 24(2), 81–92. 
https://doi.org/10.1891/1058-1243.24.2.81 
 
66 Azevedo, W. F. de, Diniz, M. B., Fonseca, E. S. V. B., Azevedo, L. M. R. de, & Evangelista, C. B. (2015). 
Complications in adolescent pregnancy: systematic review of the literature. Einstein (Sao Paulo, Brazil), 
13(4), 618–626. https://doi.org/10.1590/S1679-45082015RW3127 
 
67 Anandalakshmy, P. N., & Buckshee, K. (1993). Teenage pregnancy and its effect on maternal and child health--
a hospital experience. Indian Journal of Medical Sciences, 47(1), 8–11. 
 




69 Penfield, C. A., Cheng, Y. W., & Caughey, A. B. (2013). Obstetric outcomes in adolescent pregnancies: a 
racial/ethnic comparison. The Journal of Maternal-Fetal & Neonatal Medicine, 26(14), 1430–1434. 
https://doi.org/10.3109/14767058.2013.784738 
 
70 Moaddab, A., Dildy, G. A., Brown, H. L., Bateni, Z. H., Belfort, M. A., Sangi-Haghpeykar, H., & Clark, S. L. 
(2016). Health Care Disparity and State-Specific Pregnancy-Related Mortality in the United States, 2005-
2014. Obstetrics and Gynecology, 128(4), 869–875. https://doi.org/10.1097/AOG.0000000000001628 
 
71 Howell, E. A., Egorova, N. N., Balbierz, A., Zeitlin, J., & Hebert, P. L. (2016). Site of delivery contribution to 
black-white severe maternal morbidity disparity. American Journal of Obstetrics and Gynecology, 215(2), 
143–152. https://doi.org/10.1016/j.ajog.2016.05.007 
 
72 Howell, E. A., Egorova, N., Balbierz, A., Zeitlin, J., & Hebert, P. L. (2016). Black-white differences in severe 
maternal morbidity and site of care. American Journal of Obstetrics and Gynecology, 214(1), 122.e1-7. 
https://doi.org/10.1016/j.ajog.2015.08.019 
 
73 Creanga, A. A., Bateman, B. T., Mhyre, J. M., Kuklina, E., Shilkrut, A., & Callaghan, W. M. (2014). Performance 
of racial and ethnic minority-serving hospitals on delivery-related indicators. American Journal of 
Obstetrics and Gynecology, 211(6), 647.e1-647.e16. https://doi.org/10.1016/j.ajog.2014.06.006 
 
74 Ibid.  
 86 
                                                                                                                                                       
 
75 Moaddab et al, 2016.  
 
76 Harper, M., Dugan, E., Espeland, M., Martinez-Borges, A., & McQuellon, C. (2007). Why African-American 
Women Are at Greater Risk for Pregnancy-Related Death. Annals of Epidemiology, 17(3), 180–185. 
https://doi.org/10.1016/j.annepidem.2006.10.004 
 
77 Healy, A. J., Malone, F. D., Sullivan, L. M., Porter, T. F., Luthy, D. A., Comstock, C. H., … FASTER Trial 
Research Consortium. (2006). Early access to prenatal care: implications for racial disparity in perinatal 
mortality. Obstetrics and Gynecology, 107(3), 625–631. 
https://doi.org/10.1097/01.AOG.0000201978.83607.96 
 
78 Huesch, M., & Doctor, J. N. (2015). Factors associated with increased cesarean risk among African American 
women: evidence from California, 2010. American Journal of Public Health, 105(5), 956–962. 
https://doi.org/10.2105/AJPH.2014.302381 
 
79 Creanga, A. A., Bateman, B. T., Butwick, A. J., Raleigh, L., Maeda, A., Kuklina, E., & Callaghan, W. M. (2015). 
Morbidity associated with cesarean delivery in the United States: is placenta accreta an increasingly 
important contributor? American Journal of Obstetrics and Gynecology, 213(3), 384.e1-11. 
https://doi.org/10.1016/j.ajog.2015.05.002 
 
80 Kilpatrick, S. J., Abreo, A., Gould, J., Greene, N., & Main, E. K. (2016). Confirmed severe maternal morbidity is 
associated with high rate of preterm delivery. American Journal of Obstetrics and Gynecology, 215(2), 
233.e1-7. https://doi.org/10.1016/j.ajog.2016.02.026 
 
81 Abbasi, N., Balayla, J., Laporta, D. P., Kezouh, A., & Abenhaim, H. A. (2014). Trends, risk factors and mortality 
among women with venous thromboembolism during labour and delivery: a population-based study of 8 
million births. Archives of Gynecology and Obstetrics, 289(2), 275–284. https://doi.org/10.1007/s00404-
013-2923-8 
 
82 Butwick, A. J., Carvalho, B., & El-Sayed, Y. Y. (2014). Risk factors for obstetric morbidity in patients with uterine 
atony undergoing caesarean delivery. British Journal of Anaesthesia, 113(4), 661–668. 
https://doi.org/10.1093/bja/aeu150 
 
83 Edmonds, J. K., Yehezkel, R., Liao, X., & Moore Simas, T. A. (2013). Racial and ethnic differences in primary, 
unscheduled cesarean deliveries among low-risk primiparous women at an academic medical center: a 
retrospective cohort study. BMC Pregnancy and Childbirth, 13, 168. https://doi.org/10.1186/1471-2393-
13-168 
 
84 Washington, S., Caughey, A. B., Cheng, Y. W., & Bryant, A. S. (2012). Racial and Ethnic Differences in 
Indication for Primary Cesarean Delivery at Term: Experience at One U.S. Institution. Birth (Berkeley, 
Calif.), 39(2), 128. https://doi.org/10.1111/j.1523-536X.2012.00530.x 
 
85 Kabir, A. A., Pridjian, G., Steinmann, W. C., Herrera, E. A., & Khan, M. M. (2005). Racial Differences in 
Cesareans: An Analysis of U.S. 2001 National Inpatient Sample Data: Obstetrics & Gynecology, 105(4), 
710–718. https://doi.org/10.1097/01.AOG.0000154154.02581.ce 
 
86 Braveman, P., Egerter, S., Edmonston, F., & Verdon, M. (1995). Racial/ethnic differences in the likelihood of 
cesarean delivery, California. American Journal of Public Health, 85(5), 625–630. 
 
87 Cahill, A. G., Stamilio, D. M., Odibo, A. O., Peipert, J., Stevens, E., & Macones, G. A. (2008). Racial disparity in 
the success and complications of vaginal birth after cesarean delivery. Obstetrics and Gynecology, 
111(3), 654–658. https://doi.org/10.1097/AOG.0b013e318163be22 
 
 87 
                                                                                                                                                       
88 Bloom, S. L., Spong, C. Y., Weiner, S. J., Landon, M. B., Rouse, D. J., Varner, M. W., … National Institute of 
Child Health and Human Development Maternal-Fetal Medicine Units Network. (2005). Complications of 
anesthesia for cesarean delivery. Obstetrics and Gynecology, 106(2), 281–287. 
https://doi.org/10.1097/01.AOG.0000171105.39219.55 
 
89  Butwick, A. J., Blumenfeld, Y. J., Brookfield, K. F., Nelson, L. M., & Weiniger, C. F. (2016). Racial and Ethnic 
Disparities in Mode of Anesthesia for Cesarean Delivery. Anesthesia and Analgesia, 122(2), 472–479. 
https://doi.org/10.1213/ANE.0000000000000679 
 
90 Mhyre, J. M., Riesner, M. N., Polley, L. S., & Naughton, N. N. (2007). A Series of Anesthesia-related Maternal 
Deaths in Michigan, 1985–2003. The Journal of the American Society of Anesthesiologists, 106(6), 1096–
1104. https://doi.org/10.1097/01.anes.0000267592.34626.6b 
 
91 Grobman, W. A., Bailit, J. L., Rice, M. M., Wapner, R. J., Varner, M. W., Thorp, J. M., et al (2014). Can 
differences in obstetric outcomes be explained by differences in the care provided? American Journal of 
Obstetrics and Gynecology, 211(2), 147.e1-147.e16. https://doi.org/10.1016/j.ajog.2014.03.017 
 
92 Harper, M., Dugan, E., Espeland, M., Martinez-Borges, A., & McQuellon, C. (2007). Why African-American 
Women Are at Greater Risk for Pregnancy-Related Death. Annals of Epidemiology, 17(3), 180–185. 
https://doi.org/10.1016/j.annepidem.2006.10.004 
 
93 Grobman, W. A., Bailit, J. L., Rice, M. M., Wapner, R. J., Reddy, U. M., Varner, M. W., et al (2015). Racial and 
ethnic disparities in maternal morbidity and obstetric care. Obstetrics and Gynecology, 125(6), 1460–
1467. https://doi.org/10.1097/AOG.0000000000000735 
 
94 Campbell, K. H., Savitz, D., Werner, E. F., Pettker, C. M., Goffman, D., Chazotte, C., & Lipkind, H. S. (2013). 
Maternal Morbidity and Risk of Death at Delivery Hospitalization: Obstetrics & Gynecology, 122(3), 627–
633. https://doi.org/10.1097/AOG.0b013e3182a06f4e 
 
95 Brown, H. L., Small, M., Taylor, Y. J., Chireau, M., & Howard, D. L. (2011). Near Miss Maternal Mortality in a 
Multiethnic Population. Annals of Epidemiology, 21(2), 73–77. 
https://doi.org/10.1016/j.annepidem.2010.10.009 
 
96 Harper et al, 2007. 
 
97 Halloran, D. R., Marshall, N. E., Kunovich, R. M., & Caughey, A. B. (2012). Obesity trends and perinatal 
outcomes in black and white teenagers. American Journal of Obstetrics and Gynecology, 207(6), 492.e1-
7. https://doi.org/10.1016/j.ajog.2012.09.023 
 
98 Marshall, N. E., Guild, C., Cheng, Y. W., Caughey, A. B., & Halloran, D. R. (2014). Racial disparities in 
pregnancy outcomes in obese women. The Journal of Maternal-Fetal & Neonatal Medicine, 27(2), 122–
126. https://doi.org/10.3109/14767058.2013.806478 
 
99 Creanga, A. A., Shapiro-Mendoza, C. K., Bish, C. L., Zane, S., Berg, C. J., & Callaghan, W. M. (2011). Trends 
in ectopic pregnancy mortality in the United States: 1980-2007. Obstetrics and Gynecology, 117(4), 837–
843. https://doi.org/10.1097/AOG.0b013e3182113c10 
 
100 Creanga, A. A., Berg, C. J., Syverson, C., Seed, K., Bruce, F. C., & Callaghan, W. M. (2015). Pregnancy-
Related Mortality in the United States, 2006–2010: Obstetrics & Gynecology, 125(1), 5–12. 
https://doi.org/10.1097/AOG.0000000000000564 
 
101 Stulberg, D. B., Cain, L., Dahlquist, I. H., & Lauderdale, D. S. (2016). Ectopic pregnancy morbidity and 




                                                                                                                                                       
102 Shahul, S., Tung, A., Minhaj, M., Nizamuddin, J., Wenger, J., Mahmood, E., … Rana, S. (2015). Racial 
Disparities in Comorbidities, Complications, and Maternal and Fetal Outcomes in Women with 
Preeclampsia/Eclampsia. Hypertension in Pregnancy, 34(4), 506–515. 
https://doi.org/10.3109/10641955.2015.1090581 
 
103 Acosta, C. D., Knight, M., Lee, H. C., Kurinczuk, J. J., Gould, J. B., & Lyndon, A. (2013). The continuum of 
maternal sepsis severity: incidence and risk factors in a population-based cohort study. PloS One, 8(7), 
e67175. https://doi.org/10.1371/journal.pone.0067175 
 
104 Lo, J. O., Mission, J. F., & Caughey, A. B. (2013). Hypertensive disease of pregnancy and maternal mortality. 
Current Opinion in Obstetrics & Gynecology, 25(2), 124–132. 
https://doi.org/10.1097/GCO.0b013e32835e0ef5 
 
105 Tucker, M. J., Berg, C. J., Callaghan, W. M., & Hsia, J. (2007). The Black–White Disparity in Pregnancy-
Related Mortality From 5 Conditions: Differences in Prevalence and Case-Fatality Rates. American 
Journal of Public Health, 97(2), 247. https://doi.org/10.2105/AJPH.2005.072975 
 
106 Small, M. J., James, A. H., Kershaw, T., Thames, B., Gunatilake, R., & Brown, H. (2012). Near-miss maternal 
mortality: cardiac dysfunction as the principal cause of obstetric intensive care unit admissions. Obstetrics 
and Gynecology, 119(2 Pt 1), 250–255. https://doi.org/10.1097/AOG.0b013e31824265c7 
 
107 Kao, D. P., Hsich, E., & Lindenfeld, J. (2013). Characteristics, adverse events, and racial differences among 
delivering mothers with peripartum cardiomyopathy. JACC. Heart Failure, 1(5), 409–416. 
https://doi.org/10.1016/j.jchf.2013.04.011 
 
108 Hameed, A. B., Lawton, E. S., McCain, C. L., Morton, C. H., Mitchell, C., Main, E. K., & Foster, E. (2015). 
Pregnancy-related cardiovascular deaths in California: beyond peripartum cardiomyopathy. American 
Journal of Obstetrics and Gynecology, 213(3), 379.e1-10. https://doi.org/10.1016/j.ajog.2015.05.008 
 
109 Schellpfeffer, M. A., Gillespie, K. H., Rohan, A. M., & Blackwell, S. P. (2015). A Review of Pregnancy-Related 
Maternal Mortality in Wisconsin, 2006-2010. WMJ: Official Publication of the State Medical Society of 
Wisconsin, 114(5), 202–207. 
 
110 Creanga, A. A., Berg, C. J., Syverson, C., Seed, K., Bruce, F. C., & Callaghan, W. M. (2012). Race, ethnicity, 
and nativity differentials in pregnancy-related mortality in the United States: 1993-2006. Obstetrics and 
Gynecology, 120(2 Pt 1), 261–268. https://doi.org/10.1097/AOG.0b013e31825cb87a 
 
111 Goland, S., Modi, K., Hatamizadeh, P., & Elkayam, U. (2013). Differences in clinical profile of African-American 
women with peripartum cardiomyopathy in the United States. Journal of Cardiac Failure, 19(4), 214–218. 
https://doi.org/10.1016/j.cardfail.2013.03.004 
 
112 Krishnamoorthy, P., Garg, J., Palaniswamy, C., Pandey, A., Ahmad, H., Frishman, W. H., & Lanier, G. (2016). 
Epidemiology and outcomes of peripartum cardiomyopathy in the United States: findings from the 
Nationwide Inpatient Sample. Journal of Cardiovascular Medicine (Hagerstown, Md.), 17(10), 756–761. 
https://doi.org/10.2459/JCM.0000000000000222 
 
113 MacDorman et al, 2016.  
 
114 “Rising U.S. Mortality Rate For Mothers Is Highest In Texas.” 2017. NPR.  Retrieved from: 
http://www.npr.org/2016/08/27/491613560/rising-u-s-mortality-rate-for-mothers-is-highest-in-texas  
 
115 Maternal Mortality and Morbidity Task Force and the Texas Department of State Health Services, Joint 
Biennial Report, July 2016. https://www.dshs.texas.gov/mch/maternal_mortality_and_morbidity.shtm 
 
116 Ibid.  
 89 
                                                                                                                                                       
 
117 The Coverage Gap: Uninsured Poor Adults in States that Do Not Expand Medicaid (March 2014). The Henry J. 
Kaiser Family Foundation. Retrieved from: https://kaiserfamilyfoundation.files.wordpress.com 
/2014/04/8505-the-coverage-gap_uninsured-poor-adults-in-states-that-do-not-expand-medicaid.pdf  
 
118 Artiga, S., Damico A, & Garfield, R (2015). The Impact of the Coverage Gap for Adults in States Not 




119 Texas Women’s Healthcare in Crisis. The Texas Women’s Healthcare Coalition. April 2016. Retrieved from: 
http://texaswhc.org/wp-content/uploads/2016/04/Texas-Womens-Healthcare-in-Crisis-1.pdf  
 
120 State Health Factors: Health Insurance Coverage of Women Ages 15-49. The Henry J. Kaiser Family 




121 Mind the Gap: Low-Income Women in Dire Need of Health Insurance. The National Women’s Law Center 
(2014). https://www.nwlc.org/sites/default/files/pdfs/nwlcmindthegapmedicaidreportfinal_20140122.pdf 
 
122  Samantha Artiga, Damico A, and Garfield R. The Impact of the Coverage Gap for Adults in States not 


















126 Families USA (2011). Presumptive Eligibility: A Step Toward Streamlined Enrollment in Medicaid and CHIP. 
Retrieved from http://familiesusa.org/sites/default/files/product_documents/Presumptive-Eligibility.pdf 
 
127 Patterns of Health Insurance Coverage Around the Time of Pregnancy Among Women with Live-Born Infants 
— Pregnancy Risk Assessment Monitoring System, 29 States (2009). Retrieved May 8, 2017, from 
https://www.cdc.gov/mmwr/preview/mmwrhtml/ss6404a1.htm#Tab5 
 
128 Texas Department of State Health Services, Office of Program Decision Support. (2016). Pregnancy Risk 
Assessment Monitoring System (PRAMS) 2013 Data Book. Retrieved from 
https://www.dshs.texas.gov/mch/PRAMS.aspx 
 
129 Ko, Lisa. Unwanted Sterilization and Eugenics Programs in the United States | No Más Bebés | Independent 




                                                                                                                                                       
130 The Impact of Culturally Responsive School-Based Prenatal Care Coordination Services for African American 
and Hmong Pregnant Teens. (2008). Sixth National Conference on Quality Health Care for Culturally 
Diverse Populations. http://dx.confex.com/dx/8/webprogram/Paper1975.html 
 
131 Luck, J. (2016). “System Changes Improve Prenatal Care for Oregon Medicaid Beneficiaries.” Oregon State 
University. Retrieved from http://oregonstate.edu/ua/ncs/archives/2016/oct/system-changes-improve-
prenatal-care-oregon-medicaid-beneficiaries  
 
132 Improving Access with a Comprehensive Approach to Reduce Infant Mortality in Maryland. Association of 
State and Territorial Health Officials. (2012). Retrieved from http://www.astho.org/Maternal-and-Child-
Health/Maryland-Initiative-to-Reduce-Infant-Mortality/ 
 
133 Infant Mortality. New Mexico Office of African American Affairs. Retrieved from 
http://www.oaaa.state.nm.us/infant-mortality.aspx  
 
134 From the Ground Up, Centering Group Prenatal Care: A Midwife’s Perspective. (2016). Black Women Birthing 
Justice. Retrieved from http://www.blackwomenbirthingjustice.org/single-post/2016/11/23/From-the-
Ground-Up-Centering-Group-Prenatal-Care-A-Midwife%E2%80%99s-Perspective 
 
135 Gipson, J. D., Koenig, M. A. & Hindin, M. J. The Effects of Unintended Pregnancy on Infant, Child, and 
Parental Health: A Review of the Literature. Studies in Family Planning 39, 18–38 (2008). 
 
136 Moaddab et al, 2016.  
 
137 Gipson et al, 2008.  
 
138 Unintended Pregnancy Remains a Persistent Problem in The United States; Disparities By Income Continue 
To Grow. (2013). Guttmacher Institute. Retrieved from https://www.guttmacher.org/news-
release/2013/unintended-pregnancy-remains-persistent-problem-united-states-disparities-income.  
 
139 Texas PRAMS 2013 Databook. 
 




141 Potter, J. E., Hubert, C., Stevenson, A. J., Hopkins, K., Aiken, A. R. A., White, K., & Grossman, D. (2016). 
Barriers to Postpartum Contraception in Texas and Pregnancy Within 2 Years of Delivery. Obstetrics and 
Gynecology, 127(2), 289–296. https://doi.org/10.1097/AOG.0000000000001201 
 
142 Wachino, V. (2016, April 8). State Medicaid Payment Approaches to Improve Access to Long-Acting 
Reversible Contraception. Department of Health and Human Services. Retrieved from 
https://www.medicaid.gov/federal-policy-guidance/downloads/CIB040816.pdf 
 
143 Summary Chart of U.S. Medical Eligibility Criteria for Contraceptive Use. (2012). Centers for Disease Control 




144 Gold, R.B. (2014). Guarding Against Coercion While Ensuring Access: A Delicate Balance. Guttmacher 




                                                                                                                                                       
145 Lopez, A. (2017, March 29). Texas’ Plan To Increase Access To IUDs Still Faces Hurdles, Advocates Want A 
Game Plan. KUT 90.5, Austin’s NPR Station. Retrieved May 8, 2017, from http://kut.org/post/texas-plan-
increase-access-iuds-still-faces-hurdles-advocates-want-game-plan 
 
146 Dube, N. (2015). Colorado’s Family Planning Initiative. Retrieved May 8, 2017, from 
https://www.cga.ct.gov/2015/rpt/2015-R-0229.htm 
 
147 National Partnership for Women and Families. (2016, April 08). Colo. Senate approves budget with funding for 
LARC program. Retrieved from http://www.womenshealthpolicyreport.org/articles/colo-senate-approves-
LARC.html?referrer=https://www.google.com/ 
 
148 Howard, 85th Texas Legislature. House Bill 941. Retrieved from 
http://www.capitol.state.tx.us/BillLookup/History.aspx?LegSess=85R&Bill=HB941 
 
149 Stevenson, A. J., Flores-Vazquez, I. M., Allgeyer, R. L., Schenkkan, P., & Potter, J. E. (2016). Effect of 
Removal of Planned Parenthood from the Texas Women’s Health Program. New England Journal of 
Medicine, 374(9), 853–860. https://doi.org/10.1056/NEJMsa1511902 
 
150 Zolna, M.R. & Frost, J.J. Publicly Funded Family Planning Clinics in 2015: Patterns and Trends in Service 
Delivery Practices and Protocols. (2016, November 15). Retrieved May 8, 2017, from 
https://www.guttmacher.org/report/publicly-funded-family-planning-clinic-survey-2015 
 
151 Hinojosa, 85th Texas Legislature. House Bill 3424. Retrieved from 
http://www.capitol.state.tx.us/BillLookup/Text.aspx?LegSess=85R&Bill=HB3424 
 
152 Marcus, S. M., & Heringhausen, J. E. (2009). Depression in Childbearing Women: When Depression 
Complicates Pregnancy. Primary Care, 36(1), 151–159. https://doi.org/10.1016/j.pop.2008.10.011 
 
153  Maternal Mortality and Morbidity Task Force Biennial Report, 2016.  
 
154Texans Care for Children. (2017). Alone No More: How Texas Policymakers Can Support Mothers with 




155 Dagher, R. K., McGovern, P. M., Dowd, B. E., & Gjerdingen, D. K. (2012). Postpartum depression and health 
services expenditures among employed women. Journal of Occupational and Environmental Medicine, 
54(2), 210–215. https://doi.org/10.1097/JOM.0b013e31823fdf85 
 
156 National Coalition for Maternal Mental Health, Executive Summary.  Retrieved from 
https://static1.squarespace.com/static/56c47d43044262b131505020/t/58717e771b631b6a22918356/1 
 
157 Legislation. (2017). Postpartum Support International. Retrieved May 8, 2017, from 
http://www.postpartum.net/professionals/legislation/ 
 
158 Texas PRAMS 2013 Databook. 
 
159 Rowan, P. J., Duckett, S. A., & Wang, J. E. (2015). State mandates regarding postpartum depression. 
Psychiatric Services (Washington, D.C.), 66(3), 324–328. https://doi.org/10.1176/appi.ps.201300505 
 
160 Required Information for Parents of Newborns. Texas Department of State Health Services, Maternal & Child 
Health. Retrieved May 8, 2017, from https://www.dshs.texas.gov/mch/parents_of_newborn.shtm 
 
161 Horowitz, J. A., Murphy, C. A., Gregory, K., Wojcik, J., Pulcini, J., & Solon, L. (2013). Nurse Home Visits 
Improve Maternal-Infant Interaction and Decrease Severity of Postpartum Depression. Journal of 
 92 
                                                                                                                                                       
Obstetric, Gynecologic, and Neonatal Nursing : JOGNN / NAACOG, 42(3), 287–300. 
https://doi.org/10.1111/1552-6909.12038 
 
162 Ammerman, R. T., Putnam, F. W., Altaye, M., Stevens, J., Teeters, A. R., & Van Ginkel, J. B. (2013). A clinical 
trial of in-home CBT for depressed mothers in home visitation. Behavior Therapy, 44(3), 359–372. 
https://doi.org/10.1016/j.beth.2013.01.002 
 
163 Center for Law and Social Policy, Center for American Progress. (2015). Kentucky: Maternal, Infant, and Early 
Childhood Home Visiting Program. Retrieved from https://cdn.americanprogress.org/wp-
content/uploads/2015/02/KY_HomeVisiting-factsheet.pdf 
 
164 Colorado Department of Public Health and Environment. (2013). Nationwide Initiatives on Pregnancy-Related 




165 Ibid.  
 
166 First 5 Alameda County. Policy Brief: California PROJECT LAUNCH, Integrating Mental Health Supports Into 




167 Golden, O., Hawkins, A., & Beardslee, W. (2011). Home Visiting and Maternal Depression: Seizing the 






169 Prenatal and Postpartum Behavioral Counseling Significantly Reduces Health Risks in African-American 




170 Colorado Dept of Public Health and Environment, Nationwide Initiatives on Pregnancy-Related Depression, 
Addendum: Individual State Descriptions. 
 
171 Krueger, L. Relates to maternal depression treatment, New York State Senate, 2015-2016 Legislative Session, 
S6715. Retrieved from https://www.nysenate.gov/legislation/bills/2015/s6715/amendment/original 
 
172 National Institute for Health Care Management. (2010). Identifying and treating maternal depression: 
Strategies and considerations for health plans (NIHCM Fountain Issue Brief). Retrieved from 
https://www.nihcm.org/pdf/FINAL_MaternalDepression6-7.pdf 
 
173 Colorado Dept of Public Health and Environment, Nationwide Initiatives on Pregnancy-Related Depression, 
Addendum: Individual State Descriptions. 
 
174 Legislation, Postpartum Support International 
 
175 Ibid.  
 
176 King County Community Services Division, Department of Community and Human Services. (n.d.). 
Implementation Plan: 2012-2017 Veterans and Human Services Levy, Activity 4.2 Maternal Depression 
Reduction. Retrieved from 
 93 




177 Lovell, J. L., Roemer, R., & Talmi, A. (2014). Pregnancy-related depression screening and services in pediatric 
primary care. Retrieved from http://www.apa.org/pi/families/resources/newsletter/2014/05/pregnancy-
depression.aspx 
 
178 McCue Horwitz, S., Briggs-Gowan, M. J., Storfer-Isser, A., & Carter, A. S. (2007). Prevalence, Correlates, and 
Persistence of Maternal Depression. Journal of Women’s Health, 16(5), 678–691. 
https://doi.org/10.1089/jwh.2006.0185 
 
179 Coleman & Zerwas, 84th Texas Legislature. House Bill 3115. Retrieved from 
http://www.legis.state.tx.us/BillLookup/History.aspx?LegSess=84R&Bill=HB3115 
 
180 Ibid.  
 
181 Davis, Thompson, Price, Zerwas, & Coleman, 85th Texas Legislature, HB 2466. Retrieved from 
http://www.capitol.state.tx.us/tlodocs/85R/billtext/html/HB02466I.htm 
 
182 Substance Use Disorders (2015, October 27).  Substance Use and Mental Health Services Administration. 
Retrieved from https://www.samhsa.gov/disorders/substance-use 
 
183 Dramatic Increases in Maternal Opioid Use and Neonatal Abstinence Syndrome. (2015, September). National 
Institute on Drug Abuse. Retrieved from https://www.drugabuse.gov/related-topics/trends-
statistics/infographics/dramatic-increases-in-maternal-opioid-use-neonatal-abstinence-syndrome 
 
184 Miranda, L., Dixon, V., Reyes, C. (2015). How States Handle Drug Use During Pregnancy. Propublica. 
Retrieved from http://projects.propublica.org/graphics/maternity-drug-policies-by-state 
 





187 Substance Abuse During Pregnancy. (2017, May 01). Guttmacher Institute. Retrieved from 
https://www.guttmacher.org/state-policy/explore/substance-abuse-during-pregnancy 
 
188 Bishop, D., Borkowski, L., Couillard, M., Allina, A., Baruch, S., & Wood, S. (2017). Pregnant Women and 
Substance Abuse: Overview of Research & Policy in the United States. Jacobs Institute of Women’s 




189 Substance Abuse During Pregnancy, Guttmacher Institute.  
 
190 Cruz, R. P. (2011). The Greatest Source of Wealth: Washington State’s Response to Prenatal Substance 
Abuse. Georgetown University School of Law. Retrieved from 
https://blogs.gonzaga.edu/gulawreview/files/2011/02/Cruz.pdf 
 
191 Ohio Colleges of Medicine Government Resource Center. Maternal Opiate Medical Supports (MOMS) Project. 
Retrieved from http://grc.osu.edu/sites/default/files/inline-files/MOMS%20One%20Pager_Final.pdf 
 
192 Pregnant Postpartum Intervention (PPI) Programs. (2015, November 18). Texas Department of State Health 
Services. Retrieved May 8, 2017, from https://www.dshs.texas.gov/sa/Prevention/PPI/ 
 94 
                                                                                                                                                       
 
193 Ramirez, L. (2015, December). Opioid Dependency in Pregnancy and Efforts to Reduce Severity of Neonatal 
Abstinence Syndrome in Texas. Retrieved from https://hhs.texas.gov/sites/hhs/files//documents/about-
hhs/process-improvement/quality-efficiency-inprovement/Efforts-to-reduce-NAS-in-TX-DSHS-120915.pdf 
 
194 Kuehn, BM (2016). San Antonio’s Mommies Program Supports Pregnant Mothers in Substance Use Recovery. 




195 Cleveland, L., Paradise, K., Borsuk, C., Courtois, B., Ramirez, L (2015). The Mommies Toolkit: Improving 
Outcomes for Families Impacted by Neonatal Abstinence Syndrome. The Texas Department of State 
Health Services. Retrieved from www.dshs.texas.gov/sa/NAS/Mommies_Toolkit.pdf 
 
196 Jukkala, A., Walker, D. K., Krontiras, H., Azuero, A., & Meneses, K. (2013). Readiness to engage in treatment 
decision-making during initial surgical oncology consultation for early stage breast cancer. Clinical 
Nursing Studies, 1(2), 69. https://doi.org/10.5430/cns.v1n2p69 
 
197 Goldberg, H. (2009). Informed Decision Making in Maternity Care. The Journal of Perinatal Education, 18(1), 
32–40. https://doi.org/10.1624/105812409X396219 
 
198 Peek, M. E., Gorawara-Bhat, R., Quinn, M. T., Odoms-Young, A., Wilson, S. C., & Chin, M. H. (2013). Patient 
Trust in Physicians and Shared Decision-Making Among African-Americans With Diabetes. Health 
Communication, 28(6), 616–623. https://doi.org/10.1080/10410236.2012.710873 
 
199 Home Visits Using Reflective Approach Improve Functional Health Literacy Among Low-Income Pregnant 




200Center for Law and Social Policy, Center for American Progress. (2015). Texas: Maternal, Infant, and Early 
Childhood Home Visiting Program. Retrieved from https://cdn.americanprogress.org/wp-
content/uploads/2015/02/TX_HomeVisiting-factsheet.pdf 
 
201 Texas Home Visiting, Office of Health Coordination and Consumer Services. (2015). Texas Home Visiting 
Program Implementation and Operations Guide. Retrieved from http://www.texashomevisiting.org/wp-
content/uploads/2015/06/THV-Guide-for-Website.pdf 
 
202 Ibid.  
 
203 Who We Are. California Maternal Quality Care Collaborative. Retrieved May 8, 2017, from 
https://www.cmqcc.org/who-we-are 
 
204 Lally, S., & Lewis, V. (2014). Maternity Care Patient Engagement Strategies (Issue Brief No. 12). Integrated 




205 Rakover, J. (2016). The Maternity Medical Home: The Chassis for a More Holistic Model of Pregnancy Care? 





                                                                                                                                                       
206 Association of State and Territorial Health Officials, Health Systems Transformation Initiative. (2014). Texas 
State Healthcare Innovation Plan. Retrieved from http://www.astho.org/Programs/Health-Systems-
Transformation/Texas-State-Healthcare-Innovation-Plan/ 
 
207 Texas Health and Human Services Commission. (2015). Pregnancy Medical Home Pilot Progress Report. 
Retrieved from https://hhs.texas.gov/sites/hhs/files/pregnancy-medical-home-pilot.pdf 
 
208 Sorrel, A. L. (2014). Home Sweet Medical Home. Texas Medicine, 110(11), 26–34. Retrieved from 
https://www.texmed.org/Template.aspx?id=32200 
 
209 Rakover, J., 2016.  
 
210 Lally & Lewis, 2014.  
 
211  Ruiz-Mirazo, E., Lopez-Yarto, M., & McDonald, S. D. (2012). Group prenatal care versus individual prenatal 
care: a systematic review and meta-analyses. Journal of Obstetrics and Gynecology Canada, 34(3), 223–
229. Retrieved from https://www.ncbi.nlm.nih.gov/pubmed/22385664 
 




213 Tanner-Smith, E. E., Steinka-Fry, K. T., & Lipsey, M. W. (2012). A Multi-Site Evaluation of the 
CenteringPregnancy Programs in Tennessee (Final Report Presented to the Tennessee Department of 
Health). Peabody Research Institute, Vanderbilt University. Retrieved from 
https://my.vanderbilt.edu/emilytannersmith/files/2012/02/Contract19199-GR1030830-Final-Report.pdf 
 
214 Texas Medicaid Provider Procedures Manual: Group Clinical Visits. (2012). Texas Medicaid and Healthcare 




215 Colorado Department of Public Health and Environment. Preconception Health Nationwide Initiatives, State by 
State Summary. Retrieved from https://www.colorado.gov/pacific/sites/default/files/PF_Nationwide-
Initiatives-Individual-States-Summary%20(1).pdf 
 
216 Association of Maternal & Child Health Programs. (2015). Opportunities and Strategies for Improving 
Preconception Health through Health Reform. Retrieved from http://www.amchp.org/Transformation-
Station/Documents/AMCHP%20Preconception%20Issue%20Brief.pdf 
 
217 Association of Maternal & Child Health Programs. (2008). Implementing Preconception Health & Health Care: 
A California Case Study. Retrieved from http://www.amchp.org/programsandtopics/womens-
health/resources/Documents/AMCHP-CA-Preconception-Health-Case-Study.pdf 
 
218 Johnson, K. (2012). Addressing Women’s Health Needs and Improving Birth Outcomes: Results from a Peer-




219 Frey, C. A., Farrell, P. M., Cotton, Q. D., Lathen, L. S., & Marks, K. (2014). Wisconsin’s Lifecourse Initiative for 
Healthy Families: application of the maternal and child health life course perspective through a regional 








Michelle Zhang was born in Northeast China and moved with her parents to Austin, Texas, where she 
spent the majority of her formative years. She enrolled in the University of Texas at Austin in 2013, with 
a double major in Neuroscience and Plan II, a minor in Spanish, and a pre-med certificate.  During 
college, she completed a health policy internship at State Senator Zaffirini’s office at the Texas Capitol, 
and was active in GlobeMed and the Tzu Chi Collegiate Association.  She graduated in May 2017 and 
will go on to attend the Dell Medical School, where she plans to continue her exploration of community 
health disparities.  
 
